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Worthy TREATMASTER 


of its wide acceptance 
GRENZ RAY THERAPY UNITS 


by UNIVERSAL 


Manufacturers of fine 
equipment for over 30 years 


TREATMASTER 


A wide variety of models in either X-Ray or Grenz Ray. , 


Universal skin therapy X-Ray and Grenz 
Ray units are available in a variety of models 
to suit most any type of office layout. 

Any model you choose has the same high 
standards of craftsmanship and unique 
advantages that has made the Universal 
skin therapy line so outstanding 

among the many leading dermatologists, 
hospitals and clinics throughout the world. 


“FLOOR 
STAND 
8 
UNIVERSAL X-RAY PRODS. INC. 
1140 N. Western Ave. © Chicago 22, Ill. © U.S.A. 


@ High output—desirable quality of radiation 

@ Simple and convenient handling 

@ Safety in everything from lead shielding to 
electrical and mechanical construction 

e@ Priced within the reach of even the doctor 
just starting practice 


Please mail more detailed prices and information on: 
(0D X-Ray Therapy (0 Grenz Ray Therapy 


You owe it to yourself to investigate Doctor 


SEND NOW FOR FREE TECHNICAL DATA we 


Address 


City 
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CLEANS THE LESION Necrotic tissue, 
crusts, pyogenic membrane and exudates 
are cleared away through proteolytic action 
to eXpose the infected surface to the full 
effects of the antibiotic and anti-inflammatory 
agents in Chymar Ointment . . . odors are 
prevented or counteracted . . . healing is 
helped . . . scar formation lessened. 

CLEARS INFECTION Both gram-nega- 
tive and gram-positive bacteria and some 

&- fungi are sensitive to neomycin palmitate. 

= Infection is brought under control quickly, 

further invasion by pathogens is prevented, 
mno bacterial resistance is produced, sensi- 

"tivity is rare. 

CONTROLS INFLAMMATION Chymar 
Ointment reduces erythema, edema and pru- 
ritus without systemic effects and with no 
interference with healing. It keeps the patient 
more comfortable while infection heals .. . 
helps prevent spread of infection through 
scratching . . . produces no corticosteroid 
side effects. 

Each gram contains: Proteolytic Activity 
(provided by a concentrate of proteolytic 
enzymes from the pancreas, e.g. chymotryp- 
sin and trypsin) 10,000 Armour Units; Neo- 

» mycin Palmitate (as base) 3.5 mg.; Hydrocor- 
tamate HCI, 1.25 mg.; in a water-miscible 
base that permits full release of medica- 
ments for fullest therapeutic benefit. 

In contact, infectious, seborrheic or stasis 
dermatitis; infected neurodermatitis; psoria- 
sis; impetigo; 2nd and 3rd degree burns; 
pustular lesions; ulcers (decubitus, cautery, 
varicose). 


ARMOUR PHARMACEUTICAL COMPANY 
KANKAKEE, ILLINOIS Armour Means Protection 


Instructions to Contributors 


Articles, book reviews, and other materials for publication should be addressed to the Chief 
Editor. Articles are accepted for publication on condition that they are contributed solely to this 
journal, 


An original typescript of an article, with one carbon copy, should be provided; it must be 
double or triple spaced on one side of a standard size page, with at least a 1l-inch margin at 
each edge. Another carbon copy should be retained by the author. 


The main title of an article may not contain more than eighty characters and spaces; 
subtitle may be of any length. 


The author’s name should be accompanied by the highest earned academic or medicai 
degree which he holds. If academic connections are given for one author of an article, such 
connections must be given for all other authors of the article who have such connections. 


If it is necessary to publish a recognizable photograph of a person, the author should 
notify the publisher that permission to publish has been obtained from the subject himself 
if an adult, or from the parents or guardian if a child. An illustration that has been published 
in another publication should be accompanied by a statement that permission for reproduction 
has been obtained from the author and the original publisher. 


Oversized original illustrations should be photographed and a print on glossy paper sub- 
mitted. Prints of a bluish tinge should be avoided. Large photomicrograph prints will be re- 
duced in scale unless portions to be cropped are indicated by the author. The author should 
submit duplicate prints of roentgenograms and photomicrographs with the essential parts that 
are to be emphasized circled, as a guide to the photoengraver. 


Charts and drawings should be in black ink on hard, white paper. Lettering should be 
large enough, uniform, and sharp enough to permit necessary reduction. Glossy prints of x-rays 
are requested. Paper clips should not be used on prints, since their mark shows in reproduc- 
tion, as does writing on the back of prints with hard lead pencil or stiff pen. Labels should 
be prepared and pasted to the back of each illustration showing its number, the author’s name, 
and an abbreviated title of the article, and plainly indicating the top. Charts and _ illustrations 
must have descriptive legends, grouped on a separate sheet. Tables must have captions. IL- 
LUSTRATIONS SHOULD BE UNMOUNTED. 


References to the literature should be limited to those used by the author in preparation of 
the article. They should be typed on a special page at the end of the manuscript. The citation 
should include, in the order given, name of author, title of article (with subtitle), name of peri- 
odical, with volume, page, month—day of month if weekly or biweekly—and year, References 
to books must contain, in the order given, name of author, title of book, city of publication, 
name of publisher, and year of publication. 
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POLARAMINE’ 


dextro-chlorpheniramine maleate 


REPETABS* 


For day-to-day 
relief and SYMBOL OF THE ONE-DOSE CONVENIENCE 
maintenance in YOU WANT FOR YOUR PATIENT. 
allergic ey, 
reactions with 
these major 
benefits 


High degree of 
antihistamine efficacy— 
daylong or nightlong 
protection with a single 
4 mg. Repetas / Low 
dosage—lower than with 
other antihistamines / 
High therapeutic index 
(3380)—unsurpassed 
among all antihistamines 
/ Low incidence of side 
effects—unexcelled by 
any other antihistamine 
preparation 


4 mg. POLARAMINE 
RePeErTABs in bottles of 
100 and 1000 


HERING CORPORATION * BLOOMFIELD, N.J. 
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‘Greged long-term. abrasion 


The 3 grades of BRASIVOL 
permit a logical 3-step 


course of therapy: BRASIVOL introduces a new concept in the treat- 
ment of acne: prolonged superficial abrasion 


1 precisely adjustable to the patient's progress. Ten 


years of clinical studies in over a thousand acne 


patients have demonstrated the success of con- 


tinuous abrasion in maintaining patency of the 


Mild abrasion > sebaceous ducts by gentle desquamation, thereby 

for 2-4 weeks with reducing dones, papules, pustules and cysts, 
BRASIVOL and minimizing post-acne scarring. 

FINE BRASIVOL contains non-silicon abrasives (fused 


synthetic aluminum oxide) of carefully selected 
particle sizes and in appropriate ratios, with 
2 hexachlorophene 1.0%, in a specially formulated 
base of soap and synthetic detergent. 


1. Saperstein, R. B.: Presented at 107th annual 
More meeting of American Medical Assn., San Francisco, 


vigorous abrasion Calif., June 23-27, 1958. 


for 2-4 weeks with 
‘ ars of Brasivol Fine 6 0z.; Brasivol Medium 6% 0z.; 
BRASIVOL Brasivol Rough 7 oz. 


-MEDIUM 


_ GRADED ABRASIVE CLEANSER FOR ACNE 


Write for samples and informational literature 


Maintenance > STIEFEL LABORATORIES, INC. 


treatment for as 7a Oak Hill, New York 
long as needed with Canadian representatives: 


“s. BRASIVOL WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 


‘\_ROUGH 


5 Never before in ACNE! 
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A TRANQUILIZER UNIQUE 
IN DERMATOLGGIC PRACTICE 


dermatoses respond to 


abl ‘ 
equivoce! effect on the manifestations of allergic 
disease... . ATARAX may be one exception to t! 
rule... 


@ wide variety of dermatological exacerbation: 
pruritus, urticaria, dermatitis, and other c aC 
eruptions.*3-4.5 


Feinberg’ obtained “most striking results” in 17 
patients with chronic urticaria. The effect of 
ATARAX was excellent in 15, fair to good in 2. A 
objective evaluation of 140 patients, Robin 
iconciudes that ATARAX is “valuable adjuncti 
therapy” for patients whose dermatoses are 
lated to emotional tension. 


Dosage: Adults, one 25 mg. table*, or one tbsp. S$ 
q.i.d. Children, 1 or 2 tsp. Syrup t.i.d. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, 
a bottles of 100. Syrup, pint botties. Parenteral Solu- 
tion, 10 cc. multiple-dose viais. 


References: 1. Feinberg, A. R., et al.: J. Allergy 29: 
{duly} 1958. 2. Robinson, H. M., Jr., et al.: South, M. J. 
50:1282 (Oct.) 1957. 3. Santos, |. M., and Unger, L.: Paper 
presented at 14th Annuai Congress, American College of 
Allergists, Atlantic City, New Jersey, April 23-25, 1958. 
4, Coirault, M., etal.: Presse méd. 64:2239 (Dec. 26) 1956. 
&. Robinson, H. J., Jr., et al.: J.A.M.A. 161:604 (June -16 
1956. 


New York 17, N. Y. 


—Added antihistaminic action of ATARAX contro 
: Division, Chas. Pfizer & Co., inc. 
Science for the World’s Well-Being 
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these physical scars need never have developed 


Surgical techniques can now almost completely remove this man’s severe acne scars. 
But if he, and thousands like him, had sought early treatment, the scars might never 
have developed. A physician’s advice and guidance concerning his condition, plus treat- 
ment with ‘Acnomel’, might have prevented his acne from progressing to the severe, 
scarring stage. 

‘Acnomel’ conceals acne lesions as it heals them, thus reducing embarrassment while 
treatment goes on. The results from ‘Acnomel’ therapy are often evident in a few days 
rather than in weeks or months. 

When you see a patient who needs advice about acne, remember ‘Acnomel’. Available 
in 2 forms: Cream for use at home; Cake in a handy compact for use away from home. 


A Mm e conceals as it heals 


sulfur « resorcinol » hexachlorophene 


Smith Kline & French Laboratories, Philadelphia *T.M. Reg. U.S. Pat. Off. 
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WESTWOOD PHARMACEUTICALS, Buffalo 13, New York 


is 


NEW... 
COSMETICALLY 
ELEGANT 
EASY 
TO USE 


sebulex 


a therapeutic shampoo 
for the treatment of itchy, scaly scalp 
which tends to dryness 


Stops itching, removes loose dandruff and crusty, matted layers of scales 
from the scalp through the effective cleansing, penetrating and antiseborrheic actions 
of Sebulytic", a combination of anionic surface-active cleansers and wetting agents. 
The antiseborrheic qualities of Sebulytic are further enhanced with the addition of 
sulfur and salicylic acid. Hexachlorophene provides antibacterial action. 


Prevents excessive drying of the scalp through the action of Kerohydric’, a 
crystal-clear, dewaxed fraction derived from lanolin. Kerohydric also leaves the hair 
soft and more manageable after shampooing. 


Sebulex is cosmetically elegant. Sebulex meets the up-to-date ‘‘cosmetic” 
requirements for a therapeutic shampoo. It has a smooth, lotion-like texture, an 
appealing pastel green color, delightful fragrance and produces an abundant lather. 
Patients like shampooing with Sebulex. 

Sebulex does not contain any toxic metallic materials. Thus, it can be used for a 
prolonged period of time without danger of systemic toxic effects. 


Sebulex contains a mixture of anionic surface-active cleansers and wetting agents (Sebulytic). These 
agents consist of sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, and sodium 
diocty! sulfosuccinate. Sebulex also contains Kerohydric, a crystal-clear, dewaxed fraction of lanolin; 
sulfur 2 °%, salicylic acid 2° and hexachlorophene | %. 


Available: In plastic bottles of 4 0z. Write for samples. 


WESTWOOD PHARMACEUTICALS, Buffalo 13, New York 
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topical steroid relief in ap 
can 


advantages of topical ‘“Meti” steroid therapy at 
price comparable to many nonsteroid preparations 
poison ivy dermatitis, summer exacerbations 
Gm. container —50 mg. prednisolone. | and 16.6mg.neomyein sulfate. 


The improved, new local anesthetic. What's the new, 
highly efficient local anesthetic for minor surgical procedures? Many 
physicians say it’s Gebauer’s new Fluro-Ethyl. An actual report: “I have 
used your mixture of 25% Ethyl! Chloride and 75% “Freon” for skin planing 
and | find it most efficient for my purposes. Freezing is fast, each con- 
tainer lasts a long time, results are highly satisfactory”. 

Equally useful as a local anesthetic for incision of furuncies, electro- 
cautery to small cutaneous tags, flat warts, nevi, and alleviation of needle 
pain in hypodermic injection. Non-flammable, requires no blower. 
Compare Fiuro-Ethy! with the product you have been using. Gebauer 
Chemical Company, 9410 St. Catherine Avenue, Cleveland 4, Ohio. 


G FLURO-ETHYL 


‘tube for doctor's emergency kit. (3) Fluro-Ethyl in the aeresol container. CHEMICAL GOMPARMY 


® Gebauer's Ethy! Chioride in new Dispenseal amber glass. (2) Metal 
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Certain skin disorders are due primarily to “nerves”, others are 
often aggravated by anxiety, tension, and fear.' 

‘Miltown’ therapy, 400 mg. t.i.d., relaxes the mind and al- 
lays somatic symptoms of anxiety and tension. It was used with 
encouraging results in a series of 164 patients with inflamma- 
tory skin conditions, including atopic, eezematoid and neuro- 
dermatitis, lichen planus, psoriasis, and anogenital pruritus.? 

‘Miltown’ has been found “an effective addition to conven- 
tional dermatological therapy.’’* Results were achieved “with- 
out impairment of physical activity or mental alertness.””* 


References: 1. Cahn, M. M.: The use of tranquilizing drugs in dermatology. J. Albert 
Einstein M. Center 4:161, Sept. 1956. 

2. LeVan, P. and Wright, E. T.: Use of tranquilizers in diseases of the skin—A preliminary 
report. California Med. 85:87, Aug. 1956. 

3. Sokoloff, O. J.: Meprobamate (Miltown) as adjunct in treatment of anogenital pruritus. 
A.M.A. Arch. Dermat. & Syph. 74:393, Oct. 1956. 


Miltown 


@ WALLACE LABORATORIES, New Brunswick, N. J. 
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PROTECT SKIN 


AGAINST A WIDE RANGE OF IRRITANTS 


© in industry 


e in the home 


Silicote provides an important advance in protecting 
skin from dry and aqueous irritants—prophylactically 


to prevent skin maceration, and therapeutically to 


exclude water, soap, and other substances from derma- 


toses that may be aggravated by them. 


Clinical tests show that Silicote provides 


excellent protection against soap and 


water and soluble cutting oils.’ 


The protective property of Silicote is 


purely mechanical. Protective efficiency 


is necessarily determined by the nature 


and freq y of exposure. Frequency of 


application should be adjusted to pro- 


vide adequate protection with minimum dosage. 


SUGGESTED DOSAGE: Cleanse area thoroughly with 
soap and water. Apply thin film as required and rub 
in well. If skin is exposed constantly to irritant, apply 
every 2-4 hours, or as needed to provide protection. 
It is not necessary to remove original coat before 


applying subsequent coats. Any objectionable greasi 


In Housewife's Eczema 
Industrial Dermatoses 
Chapping—Chafing 
Intertrigo 

Diaper Rash 

Chronic Dermatoses 
Aagravated by Soap 
and Water 


SILICOTE CONTAINS 

30% dimethicone (silicone) in a 
specially prepared petrolatum 
base. Contains no water-soluble 
ingredients. 


ness may be removed by wiping with a dry cloth, or 


washing gently with soap and water. 


CONTRAINDICATIONS: Do not use on weeping or 


infected areas. 


Send for samples and 
literature 
1. Shaw, J. M., and Crowe, F. W.: 
Skin Protective Ointments. Arch. 
Dermat. & Syph. 71: 379, 1955. 


SILICONE OINTMENT 


ARNAR-STONE LABORATORIES, INC. MT. PROSPECT, ILLINOIS 


tn Canada: Brent Laboratories, Ltd., Toronto 
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.ew freedom from 
embarrassment and 
distress of psoriasis! 


LOTION 


DISAGGREGATES PSORIATIC SCALE 


action of allantoin is exceptionally effective in dis- 
aggregating psoriatic scale.'? It apparently acts on 
an abnormal cement substance between cornified 


cells.?-5 Coal tar, too, helps break up the horny layer. ‘Together, these agents provide 


rapid clearing of psoriatic lesions as well as the underlying inflammation and erythema. 

ALPHOSYL Lotion, used by many physicians both in routine practice and in carefully 
controlled studies, proved highly successful.?+-7 The lotion permits complete avoidance 
of the potential hazards of certain other methods of treatment, such as superficial 


x-ray, heavy metals and corticosteroids.’ 


Advantages: - Treatment-fastness not observed - Cosmetic qualities permit free 
application to the scalp » Well tolerated - May be freely used on tender areas 


FORMULA: Allantoin 2% and special coal tar 
extract 5% in a greaseless, stainless, vanish- 
ing lotion base. 

SUPPLIED: Bottles of 8 fl. oz. 


APPLICATION: For maximum therapeutic re- 
sults rub thoroughly into lesions 2 to 4 times 
daily. For maintenance apply once or twice a 
week. 

REFERENCES: 1. Flesch, P.: Proceedings Scien- 
tific Session. Toilet Goods Assoc. June, 1958. 
2. Samitz, M. H.: Ann. New York Acad. Sc. 
73:1020, 1958. 3. Flesch, P., and Jackson 
Esoda, E. C.: Ann. New York Acad. Sc. 
73:989, 1958. 4. Bleiberg, J., and Saltzman, 
J. A.: Clin. Med. 5:485, 1958. 5. Bleiberg, J.: 
Ann. New York Acad. Sc.: 73:1028, 1958. 
6. Clyman, S. G.: Ann. New York Acad. Sc. 
73:1032, 1958. 7. Welsh, A. L., and Ede, M.: 
Ohio M. J.: to be published. 


For psoriasis with 
acute inflammation 
Alphosyl-HC™* 


Alphosyl with 0.2% hydrocortisone 
Supplied in bottles of 4 fl. oz. 


re REED & CARNRICK 
Jersey City 6, New Jersey 
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In vitro studies show that the keratin-dispersing | 


After the diagnosis ... 


With many allergies, your work is all but done when the offending 
substance is identified, but cosmetic allergies require another 
step. Not only does your patient need to know what products to 


avoid, but she must also know what preparations she may use. 


Allercreme Cosmetics are very often the perfect answer to the 

problem of cosmetic allergy, for they are hypo-allergenic beauty 

aids that offer a wide margin of safety to your allergic patients. 

This wide margin of safety is not achieved accidentally. Instead it 
exists only because of the meticulous care that is given to the 
formulation and manufacture of every Allercreme Cosmetics. More 
often than not, years are spent developing each Allercreme beauty 
aid before a formula is finally approved. Thereafter, every batch 

of an approved formula is manufactured under an intricate laboratory 
control system that requires repeated tests and checks to assure your 


patients consistent quality from package to package. The same 


thoughtful care is given to the packaging of Allercreme Cosmetics, | 


so that your patients may enjoy Allercreme preparations from first 


glance to final application. 


To evaluate the results of these efforts yourself, write today 
for samples and literature. You and your patients will be pleased 
with Allercreme Cosmetics — hypo-allergenic beauty aids that 


are as dependable as the finest pharmaceutical. 


HYPO-ALLERGENIC 
ly-packaged Pharmaceutical Cosmetics Advertised Nationally Only, Through Medical Journals ; 
TEXAS PHARMACAL COMPANY San Antonio, Texas 
IN CANADA—Omega Laboratories, Ltd 


IN CUBA—Laboratories Amedin, S. ‘A., 
IN VENEZUELA—Salus, C. A., Caracas 


Montreal and Toronto 
Habana 
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UNSCENTED 


Myristic and lauric acids saponi- 


. per tea- 100 mg. perce. e e 
spoonful (Sce.), per drop), fied with polyamine alkali to a 


2 92. bottle 
low pH(8), with neutralized 
‘ polycarboxylic acid, enriched 


Science for the orld’s wi ~being 
with lanolin esters, given extra 


Chas a ordinary solvency with propylene 


glycol. 


Vegetable or mineral tars may 
be added in desired percentage. 


Removes ointments and medica- 


wherever the winds blow tions gently but thoroughly. 


SSCOSSSHSSSSSSSSSHSSHESESSEESESEESES High foaming, extremely eco- 


nomical in use. 
bia ie Tolerated by scalps which shed 


epithelium from overstrong de- 


LA RAM NE tergents. 


For day-to-day 
relief & maintenance RETAIL 
in allergic reactions PRICE 


$1.50 
BOTTLE 
6 02. 


ETHIX CORPORATION 
P. O. Box 115, Inwood 96, L. I., N. Y. 
Send | oz. sample bottles of ETHIX FORMULA Shampoo 


SYMBOL OF THE 
ONE-DOSE CONVENIENCE 


YOU WANT 
FOR YOUR PATIENT. 


SCHERING CORPORATION BLOOMFIELD, N.J. 


potentiation + efficacy + toleration 
‘ 
in broad-spec tru: antibiotic the 
4 on 
126 mg. peach flavored, 
260 m 
| 
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When your patient suffers 
from histamine-induced skin reaction 


Whether caused by drugs, dander, or detergents, most histamine-induced 
skin reactions (such as the sulfonamide reaction shown above) respond 
rapidly to ‘Teldrin’ Spansule capsule therapy. 

Just one capsule in the morning, another at night, provides 24-hour anti- 
histamine effect. And because of the prolonged, even release of ‘Teldrin’ 
medication, side effects are minimal. 


Teldrin 


brand of chlorprophenpyridamine brand of sustained release capsules 


Smith Kline & French Laboratories, Philadelphia 


ae 
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WHETHER WET: 


WHETHER DRY: 


SUMMER 


DERMATOSES 


such as poison ivy, sunburn and prickly 
heat promptly respond to soothing 
AVEENO’ Colloid Baths 


if it’s wet... 
R AVEENO Colloidal Oatmeal 


reduces inflammation ... relieves pruritus... 
mildly drying for wet dermatoses 


AVEENO Colloidal Oatmeal is available in 18 oz. and 4 Ib. boxes. 
we ary... 


R AVEENO ‘OILATED’ 


(soothing colloidal oatmeal plus 35% emollient oils) 
lubricates the skin...softens dry, crusting lesions 
AVEENO® “OILATED” colloidal oatmeal is available in 10 oz. cans. 


AVEENO CORPORATION 250 West 57th Street New York 19, N. Y. 


Pioneers in Ethically Promoted Colloid Baths 
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FOR TOPICAL BACTERIAL INFECTIONS 


Antibiotics 


s 
= Of proven effectiveness ANTI-INFLAMMATORY 
Each cc. contains: 
 *CORTISPORIN’® ‘Aerosporin’® 
Sas brand Polymyxin B Sulfate 
= That rarely sensitize | Uetion 10,000 units 
Neomycin Sulfate...5 mg. 
Hydrocortisone. ..(1%)10 mg. 
in a special 


= To which resistance _.-  — 
bottles of 10 cc. 
or cross-resistance 
rarely develops clinically 


= That are seldom 
used systemically ‘NEOSPORIN’® contains: 


brand ‘Aerosporin’® 

Antibiotic Lotion brand Polymyxin B Sulfate 
10,000 Units 
Neomycin Sulfate...5 mg. 

ina special 

water-miscible lotion 
base. Plastic squeeze 
bottles of 20 cc. 


The assurance of proven formulas — 
“Cosmetically acceptable” 
to the patient 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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REVERSES HYPERPIGMENTATION 


BENOQUIN, brand of monobenzone, Elder, 
inhibits the formation of pigment by the 
melanin producing cells of the skin. Applied 
topically to areas of hyperpigmentation due 
to excessive melanin production it usually 
results in depigmentation and disappear- 
ance of the disfiguring patches. 


Available as BENOQUIN Ointment, 20%, in 1% 
oz. tubes and 1 Ib. jars; and as BENOQUIN Lotion, 
5%, in 4 oz. bottles, for the treatment of such 
hyperpigmentation states as: # Generalized len- 
tigines # Severe freckling # Melasma of Addi- 
son’s disease or pregnancy ® Berlock dermatitis 
® Following inflammation of the skin 


Write for literature and patient instruction forms PAUL B. ELDER COMPANY, Bryan, Ohio 


i 
3 
| 
| 
® 
> 
\ 
a 
{ 
23/ 


ACCUMULATING EVIDENCE shows the 


“In treatment of seborrhoea of the scalp 

with cadmium sulfide 1% (Capsebon), a 
CLINICAL STUDY OF CADMIUM good result was obtained in 71% of the 
SULFIDE SHAMPOO 127 cases, a fair result .. . in 15%, and 
no result in 14%. The preparation is an 
excellent shampoo. Its use does not 
bring about ‘rebound’ oiliness. No toxic 
side effects were seen.” 


Canad. M. A. J. 79:917 (Dec. 1) 1958 


J. H. HARVEY, M.D., and L. P. EREAUX, M.D. 


“Of eighty-four patients treated for seb- 
orrheic problems in the scalp with... 
cadmium sulfide shampoo . . . seventy- 
nine [94%] obtained good to excellent 
results.” 


PRELIMINARY AND SHORT REPORT 


CADMIUM SULFIDE SHAMPOO 
IN SEBORRHEA CAPITIS 


J. Invest. Dermat. 29:159 (Sept.) 1957 


W. L. KIRBY, M.D. 


** _.. this preparation does appear to be 


New Beneficial Agents in the one of the better antiseborrheic agents. 
Treatment of Acne Vulgaris The effectiveness and cosmetic accept- 
and Seborrheic Dermatitis ability of this preparation would appear 


to warrarit its further use.” 


Postgrad. Med. 24:439 (Oct.) 1958 


D. G. STOUGH, M.D.; ROBERT LEWIS, M.D.; 
B. L. FARMER, M.D.; L. S. OSMENT, M.D., 
and R. 0. NOOJIN, M.D. 


Cadmium Shampoo *. . . an extremely useful agent in 
Treatment control of chronic or recurrent sebor- 
Of Seborrheic rhea of the scalp . . . an important con- 


tribution...” 
Dermatitis 


Texas J. Med. 53:640 (Aug.) 1957 J. FRED MULLING, OLD. 


and JAMES R. BARNETT, M.D. 
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BEFORE 


THESE STATEMENTS REFLECT THE 


GROWING RECOGNITION OF CAPSEBON'S 


e effectiveness e high degree of safety 
e cosmetic acceptability 


Capsebon is easy to apply—easy as an ordinary shampoo, and just as quick. 
Available in 4-0z. bottle, on prescription only. 


Additional references available from Professional Service Department on 
request. 


Capsebon 


1% cadmium sulfide suspension 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC, 
INDIANAPOLIS 6, INDIANA 
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Picture of’ Ivory Soaps 234"... 


and most crucial ...test 


Nothing is more important to Ivory than unofficial “‘test’’ 4234— 
the mild, daily care this white, pure soap gives babies and h prego ng 


adults in homes everywhere. But first come 233 laboratory 
and scientific tests to make sure not a single cake reaches step 
#234 unless it meets the highest standards of purity and 
mildness. This is the kind of supervision that makes 

Ivory gentle enough for even delicate baby skin. You can 
advise Procter & Gamble’s Ivory Soap confidently. 


i” 


99'Yoo% pure®... it floats 


: 
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For acne and pimples 
with extensive flush areas 


jAcne Cort— Dome 


scetate vehi PH 5.0 


Hydr ocortisone A if u resorcino: mor 


GREME or LOTION 


antiinflammatory / keratolytic 


AY 


= 
— 
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Within a short period of time 
suppresses the epidermatitis of 
acne, reduces erythema, allays 
inflammation, soothes acute 
exacerbations and produces enough 
peeling action to gently open 

the papules and pustules. 

Restores and maintains 

normal acidity of the skin. 


sic: Apply morning and 

night to skin after washing 

and at night to scalp. 

suppcy: Creme in | oz. tubes. 
Lotion in 1 oz. squeeze bottles. 
Samples and literature on request. 


DOME CHEMICALS INC. 


NEW YORK 23 LOS ANGELES 46 
IN CANADA: 2765 BATES RO., MONTREAL, P Q. 


A TRUSTED NAME IN DERMATOLOGICALS 
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ulcers 
and sloughing 
wounds... 


a decrease in purulent material, cleaner 
granulation tissue and an increased rate of 
epithelization...[PANAFiL] proved to be a 
successful chemical débriding agent...no 
effect on viable tissue, and the complica- 
tions were relatively few in number and were 
never serious.” —Katz, R. |; Reese, J. W., and 
Byrne, J. J.: Am. J. Surg. 95:102, 1958. 


Mount Vernon, N.Y. 


topical 
enzyme therapy 


@ effective wound cleansing and healing 
@ well tolerated and convenient for outpatient use 
@ economical for hospital and patient 


Panarit ointment (papain — urea — water-soluble chlorophyll derivatives) » For complete information see your Physicians’ Desk Reference 
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*In “burns, ulcers and sloughing wounds... 1 
| 


without base coat — another reason to remember suggest 
: HYPOALLERGENIC Cosmetics for the patient with a cosmetic allergy or sensitiv 


Characteristic of MarceELLe’s complete line of beauty 
MARCELLE Nail Lacquer is free from known allergens and irritants yet ar 
the beauty-conscious patient’s insistence on cosmetic elegance. 


Marcelle cosmMEtIcs 
Keay Borde 


Available in Canada through Prof. Sales Corp., Montreal 


* Andrews, G. C.: Diseases of the Skin, ed. 4, Philadelphia, Saunders, 1954, pp. 117, 118 


Both the dermatitis due to nail polish resin and the eczematous reaction of the — de 
ae Whe 
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PIONEER NAME IN X-RAY... 


Has an Ideal unit for the Dermatologist . 


COMBINATION 
THERAPY 
APPARATUS 


SPECIAL RAIL-MOUNTED 


FEATURES: Permits 

» positioning of tube head 

as low as floor. Also, 

portion of patient's body 

} facing the wall, can be 

positioned without turn- 
ing patient. 


MODEL G-3S SUPERFICIAL, CONTACT 
RAIL-MOUNTED & GRENZ RAY THERAPY 


from a half value layer as high as 
4.0 (mm.al) at 400r units per minute 
to a half value layer of 8 microns. 


for the price of one! 


SAFE: provides positive radiation control. The protective automatic filter slide circuit 
affords the ultimate in patient protection. No radiation can be produced with this apparatus 
above 15 KV, unless added filtration is provided. MODEL 6-3w 

Wall-mounted unit; tube holder 
POSITIONING FEATURES: Counterbalanced tube holder arm permits the positioning of orm and control unit installed 
the tube port in any position, without loosening or tightening any locks. No external wires according to your specifications, 
to tube head. Continuous rotation of tube head. Takes up no floor space. 


ADAPTABLE: No special wiring or current required since the units operate from the stan- 
dard house current of 110 volts on 20 amp fuse. 


WHOLE BODY RADIATION: Due to increased output whole body radiation is now possible 
in single exposures with practical outputs. 


EFFICIENT: Approximately 80% of the depth dosage is in the first 4 millimeters of the MODEL G-3 


skin, due to the employment of a BERYLIUM window tube. ; MOBILE 

Completely 
VERSATILE: Wide range of field sizes for X-ray or Grenz ray therapy in a single exposure mobile, no 
can now be obtained due to the increased output. installation 


needed. 


CONTINUOUS FLEXIBLE DEPTH CONTROL: is assured by stepless KV control. 


DURABLE: Long tube life guaranteed by overrating of tube voltage. 


H 60 East 42nd 
“The International Medical Research Corp. 
nd 
: | Salon ond Write for comprehensive literature on this and other time-testé 


s confrolled BUCKY Straight X-Ray and Grenz Ray Therapy machines 
Service Please send complete information on Model(s) # 
in all major M RY tine 


Cities and 
Countries Address: 
City: 


ORIGINATORS of. the COMBINATION THERAPY UNIT. PIONEERS of the GRENZ RAY THERAPY APPARAT © 
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In eczematous dermatitis with secondary infection creme anv rotion pH 5.0 


COR-TAR-QUIN" 


HYDROCORTISONE * STAINLESS TAR * DIIODOHYDROXYQUINOLINE 
IN ALUMINUM ACETATE VEHICLE 


Cor-TAR-QUIN is especially effective in those derma- 
toses where an inflammatory reaction is accompanied 
by increased scaling, lichenification, and secondary 
infection. 

Combined hydrocortisone-coal tar therapy pro- 
duces an enhanced antipruritic, anti-inflammatory 
response and diiodohydroxyquinoline is fungicidal as 
well as bactericidal. The Acid Mantle creme base of 
Cor-TAR-QUIN helps restore and maintain normal 


PH of the skin. Relief is prompt and lasting. 


Sig: Apply b.id. % oz., 2 oz., and 4 oz. tubes with 
either 0.5% or 1.0% hydrocortisone 


also available without the stainless tar, as CORT-QUIN™ CREME pH 4.5 


A MOST TRUSTED NAME IN DERMATOLOGICALS 


DOME CHEMICALS INC. 


oie, 
125 West End Avenue, New York 23, N. Y. er y 
665 N. Robertson Blvd., Los Angeles 46, Cal. 


2765 Bates Road, Montreal, Canada 
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PURE ANTIHISTAMINE ACTION 
A PHARMACOLOGIC FACT 
BECAUSE DISOMER 
SHEDS THE MOLECULAR DROSS 


| 


NEW...IN THE TREATMENT OF 
ALLERGIC DISORDERS 


.high therapeutic index’”’ 
« unsurpassed clinical efficacy 


: highly effective in exceptionally small doses 
- side effects reduced to minimal level 


Disomer....a scientific contribution 
in the pharmacology of antihistamines! 


Incorporating the newest knowledge of structure- 
function relationships, DISOMER comes close to 
the therapeutic ideal of pure antihistamine activ- 
ity. DISOMER represents the d-isomer of racemic 
brompheniramine maleate. In shedding the 
l-isomer a high point in clinical effectiveness is 
achieved while side effects are reduced to a 
minimal level. 


Therapeutic results have been noteworthy with 
88% effectiveness reported.? Equally noteworthy 
is the low incidence of clinically significant adverse 
reactions. Indeed, the sole side effect reported was 
occasional, mild drowsiness in only 5% to 6% of 
patients. 

With DIsoMER your allergic patient remains your 
alert patient while enjoying unsurpassed freedom 
from allergic symptoms. Ready now for your pre- 


scription—DIsoMER is available in a variety of 
dosage forms to fit your patients’ individual 
requirements. Availability: 


DISOMER CHRONOTAB* 
DISOMER CHRONOTAB* 
DISOMER Tablets 
DISOMER Syrup 
Usual dosage: 

6 mg. CHRONOTAB 
4 mg. CHRONOTAB 
2 mg. Tablet 
Syrup 1 teaspoonful 

Chronotab is White's repeat-action tablet. 
References: (1) Gould, A. H. and Long, D. L.: Clinical 
Pharmacology and Therapeutic Use of Dexbromphen- 
iramine Maleate (Disomer), a new Histamine Antago- 
nist (submitted for publication). (2) Medical Department, 


White Laboratories, Inc. 


WHITE LABORATORIES, INC. 


Kenilworth, New Jersey 


DEXBROMPHENIRAMINE MALEATE 


sheds the molecular dross 


one 
3 
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soft cotton flannel pads saturated with 
witch hazel (50%) and glycerine (10%), 
PH about 4.6 


answers 
dermatologic and an 
emotional need 


Cleansing, solvent, mildly astringent 
TUCKS provides a new and valuable 
therapeutic aid for the treatment of acne. 
At home in their handy jars, or at school 
in the moisture-tight plastic envelope 
provided, soothing Tucks pads promote 
the thorough skin care indispensable to 
the successful treatment of acne. 
Always ready for use, TUCKS en- 
courages cleanliness when used as finger 
shields for expressing comedones. 


Minneapolis 16, Minn, 
_ For a generous office supply of TUCKS | 


fill in and return this 


REPETABS’ 
for prophylaxis and relief 
of allergic reactions 


Symbol of 


ane 


81817. 


your patient 


SCHERING CORPORATION 
Bloomfield, New Jersey 


EN-1485-9 


SO YOU CAN'T SLEEP? 
by P. H. Fluck 
8 pages, |5 cents 


SLEEPLESSNESS AND WHAT TO DO 
ABOUT IT by Donald A. Laird, Ph.D. 
8 pages, 15 cents 

ROADS TO RELAXATION 

by Joseph L. Fetterman, M.D, 

4 pages, 10 cents 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Illinois 


| wherever 
NGR 
Sleeplessness 
and what to do about it 
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Used in every type of practice 

and clinical specialty today, 
EQUANIL® (meprobamate, Wyeth) 
has proved that anxiety and 

tension can be controlled to 

smooth the course of diagnosis, 
treatment, and convalescence. 
Anxiety 1s a fact of life. Anx- 


iety is a fact of illness. 
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(100%, dichloro-tetrafluoro-ethane...contains no ethyl-chloride) 


SKIN REFRIGERANT-— 


ANESTHETIC 


Widely Accepted for Local Anesthesia 
in Surgical Planing of the Skin* 


JET-SPRAY PLANER 
This hand-tooled, 
precision-built instrument 
with diamond fraises is 
available for most 
standard planing units. 

In ordering, please specify 
make of planing unit. Full 
information on request. 


*A.M.A, Archives of 

Dermatology, April 1955 

Ref.: Wilson, J. W.; Luikart II, R.; 
Ayres III, S., Reprints available 


R REGISTERED TRADE MARK 


1723 WEST SEVENTH STREET e 


FRIGIDERM has been researched and developed to meet th 
expressed need of physicians for a well tolerated skin refri 
erant-anesthetic...non-explosive, non-inflammable...havin 
no general anesthetic properties. 

Today, FRIGIDERM is one of the preferred products of it 
kind among Dermatologists everywhere. 

FRIGIDERM quickly produces local anesthesia for surgice 
planing in the treatment of scarring due to acne, chickenpo: 
smallpox and trauma...multiple senile keratoses...fin 
wrinkling...traumatic tattoos. 

Also for incision of furuncles, electrocautery to sma 
cutaneous tags, flat warts, or for alleviation of needle pai 
during hypodermic injection. 

This freezing agent can be delivered from the spray-to 
container shown above by easy finger pressure. 


Now in the improved 8 oz. container — $2.00 


Fully guaranteed for satisfactory performance 
Available at your surgical supply dealer 


W. T. BRACHVOGEL 


DUNKIRK 4-9273 © LOS ANGELES 17. CALIFORNI 
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So many of the 


patients who Open your 


door exhibit the common, 


non-inflammatory skin 


conditions in which 


steroids may be 


of little or no value. 


SEBORRHEIC AFFECTIONS, 
especially of the scalp, such as 
“cradle cap” and dandruff 


FUNGOUS INFECTIONS, 
including ‘“‘athlete’s foot,” 
tinea Capitis, etc. 


SUBACUTE AND CHRONIC 
DERMATITIS where scaling and 
lichenification may be a problem 


ECZEMATOUS ERUPTIONS 
following acute dermatoses of 


various etiologies 


These are the candidates for the 
gentle keratolytic-bacteriostatic 


action of ‘Pragmatar’. 


PRAGMATAR 


an outstanding 
tar-sulfur-salicylic acid ointment 


a) Smith Kline & French Laboratories 


> 


an important problem 
in today’s living! 


The following articles from TODAY’S 
available in one pamphlet for 50 cent 
ALCOHOLICS ANONYMOUS... \ the standpoint @f a member, the basic treat- 


ment procedures are Tibed hdlogical problems“€gnfronting the alcoholic agé 
discussed. 


ALCOHOL AND CIRRHO! F THE LIVER. Relationship J 


cirrhosis. Increasing stress on n erences. by Russell S. B 


HOW TO HELP A PROBLEM DRINKE nderstanding the alcoholic’s capabili 
necessity of help, causes of his condition. By HW A. Strecker and Francis T 


THE TREATMENT @&ALCOHOLIS racing the steps from convi the alcoholic 
that he is sick through treatmehittamdeesté Lewis Inman Sharp 


CONDITIONED REF X TREATMENT OF CHRONIC ALCOHOLISM. place 


among methods of treatméft today, its development and correlation with personality facto 
by Walter L. Voegtlin ee 


INSTITUTIONAL FACID [IES FOR THE TREATMENT OF ALCOHOLISM. 
parative differences, in drinkin ith the last century, new establishments and mettfods of 
treatment, lack of trained el. by E. H. L. Corwin 7 


16 pages, 20 cents 


HOW EXPERTS MEASU 
room case. by H. A. Heise, 8 pages, 15 cents 


BARBITURATES, BOOZE AND OBITUARIES. 
alcohol and barbiturates. by Donald A. Dukelow, 4 p 


TWELVE STEPS FOR ALCOHOLICS, A fran 
behavior, by Richard Lake, 6 pages, 10 cents 


address requests to... 
ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 


ALCOHOLIS BEASE. A disoussion by the Chairman of thé?A.M.A.’s G@mmittee 
on Alcoholism. by Marvin A. Block, page ts 

1AM THE WIDOW OF AN AL t Thrge articles combined) by Virginia Conroy, 

AA discussioyfof the Vim of mixing 
104 
Fion of the meaning of an alcoholic 
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The control of allergic symptoms is 
a very important problem for your 
hay fever patient. You can prescribe 
rapid, thorough relief with PoLARAMINE 
—close approach to a perfect anti- 
histamine. 


With PoLaraMINE your hay fever patient can 
reap the benefits of antihistamine therapy 
with minimal side effects. Because of its unsur- 
passed therapeutic effectiveness, POLARAMINE 
affords unexcelled antihistaminic protection at lower 
dosages than other antihistamines...and annoying side 
effects are virtually eliminated. 


POLARAMINE REPETABs permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. SYMBOL OF THE 
ONE-OOSE CONVENIENCE 
Supplied: POLARAMINE REPETABS,® 6 mg., bottles of 100 and 1000. / Tablets,2mg., YOU WANT FOR 
bottles of 100 and 1000. / Syrup, 2 mg. per 5 cc., bottles of 16 oz. YOUR PATIENT 


POLARAMINE 


ALEATE dextro-chlorpheniramine maleate 


SCHERING CORPORATION ~- Bloomfield, New Jersey 


€N1478-9 
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in exclusive 
ACID MANTLE. 


vehicle 


o IN INFLAMMATORY DERMATOSES 


Acid Mantle-Hydrocortisone 
CREME AND LOTION—pH 4.6 
ABATES INFLAMMATION AND RESTORES 
NORMAL SKIN ACIDITY 


“Susceptibility to infection by bacteria is widely 
held to be due to the removal of the antibacterial 
‘acid mantle’ of the skin and its displacement by 
an abnormal ‘alkaline mantle’.”’—Fabricant, N. D.: 
A.M. A. Arch. Otolaryn. 65:11, 1957. 


Supply — 36%, 1% and 2% hydrocortisone 
in either Creme (3 02., 1 0z., 2 0z., 4 oz. 
tubes and 1 Ib. jars) or Lotion (34 0z., 1 0z., 
2 02., 4.02. squeeze bottles and pt. bottles). 
Samples and literature available on request. 


Dome Chemicals 


NEW YORK 23* LOS ANGELES 46 * In Canada: 2765 Bates Road, Montreal 
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ACHROMYCIN OINTMENT 3% 
ACHROMYCIN OINTMENT 3% WITH HYDROCORTISONE 2% 


infectious dermatoses. Unsurpassed broad-spec- For inflammatory dermatoses. Classic corticoid sup- 
m control of causative organisms and complicating pression of erythema, swelling, weeping, pruritus... 
xed invaders. Excellent local toleration; low sensitiz- plus ACHROMYCIN control of pyogenic or subclinical 
potential. In ¥% oz. and 1-0z. tubes. secondary infection. In 5 Gm. tube. 


cycline Lederle 


Bee Tetracycline 
(I 
| OINTMENT 


/RLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


\ 
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a fine, dependable, 
flexible line for 
the treatment of... 


IN CANADA—Omega Labora- 
tories, Ltd., Montreal and Toronto 
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LIQUIMAT 


A new tinted lotion containing 5% precipitated sulfur for the local 
treatment of acne. Resorcin, calamine, phenol, menthol, camphor, q 
betanapthol and coal tar solution may be added. To individualize | 
your prescription further, the three shades may be interblended. In | 
3 ounce plastic bottles. 


SULFORCIN LOTION 

contains 5% dispersible sulfur and 3% resorcinol monoacetate in a 
colloid-processed base of citrus pectin. Sulforcin Lotion dries rapidly, 
holding sulfur securely to the skin. Non-sticky, non-greasy, non- 


staining. 


SULFORCIN CREAM 

contains 5% dispersible sulfur and 3% resorcinol monoacetate in 
a water soluble vanishing cream type base. Lubricating and wash- 
able, Sulforcin Cream is especially suitable for application to large 


areas, and where dryness exists. 


SULFORCIN BASES 

a greaseless cream type make-up base supplied in 2* strengths and 3 
shades which enable you to prescribe more individually for your 
patients’ needs, Sulforcin Base helps conceal blemishes and is an 


excellent make-up foundation. 


SEBA-NIL 

Clinical studies prove conclusively that very oily skins respond more 
rapidly to acne therapy when cleansed with Seba-Nil rather than 
soap and water. Seba-Nil contains organic solvents and a mild, non- 
tonic detergent which make it more efficient than soap and water 
in preparing oily skin for medication. 

— available: Plain Resorin-free Sulforcin Base, containing 2!/2% sulfur 
only. 


For detaiied information and samples, write... 


TEXAS PHARMACAL COMPANY 


San Antonio, Texas 
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three-way comparative study 
demonstrates “‘full-healing 
effect” of HYDRO-TAR’ in 


(Liquor Carbonis Detergens with Hydrocortisone, Almay) 


acute & chronic dermatoses 


A CASE IN POINT— ATOPIC DERMATITIS OF BOTH HANDS 


1. Hydrocortisone alone suppresses inflammation. 2. Coal tar alone corrects 
eczematous manifestations. 3. Both agents combined in HYDRO-TAR speed 
complete early healing. Mutually supportive action produces the ‘“‘full-healing”’ 
effect. Presence of hydrocortisone permits well-tolerated coal-tar therapy even 
during the acute phases of severe dermatoses. 


Desage: Apply by gentle massage to affected areas 3 or 4 times a day; 
0.5% for moderately severe dermatoses or maintenance — 1.0% for severe 
dermatoses. 

Supplied: 15 Gm. tubes in 0.5% and 1.0% strengths. Samples and literature 
sent on request. 

ALMAY Division ot & Eo./Since 1794 


Pharmaceutical Laboratories Division, New York 8, New York Nn a hay 
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PHYSIOLOGIC 
WET DRESSING 
FOR SKIN 


D L 

Heal bed 

POWDER FOR WET DRESSINGS 


PROPHYLLIN combines sodium propionate, a constituent of the protective secre- 
tion of normal skin, with water-soluble chlorophyllin. The result is a natural, non- 
toxic wet dressing, soothing in the most acutely inflamed skin disorders. It can be 
used even around the eyes and genitalia—or as a mouthwash—without fear of 
irritating the mucous membranes. 


PHYSIOLOGIC: contains no chemical irritants or sensitizing agents 
NONASTRINGENT: will not block sweat ducts 

MARKEDLY ANTIPRURITIC 

MILDLY BACTERIOSTATIC AND FUNGISTATIC 
COSMETICALLY ACCEPTABLE: no staining, no objectionable odor 


SUPPLIED: 
In cartons of 12 packets. (Each packet contains 2.3 gm. of powder, for preparation of 8 
fluid ounces of solution containing 1% sodium propionate and 0.0025% water-soluble 
chlorophyllin.) Also in 4-ounce and 16-ounce jars. 
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nich, Creamy lathor 
with improved 
OWILA CAK 


NEW ... because Lowila* Cake has undergone 
a change. It now provides a rich, creamy, 
more abundant lather and has a smoother feel. 


Lowila Cake cleans tender or dermatitic skin 
with virtually no irritation. It maintains the 
skin’s normal acid lipid film and creates an 
environment favorable to therapy and healing. 


*Contains sodium lauryl sulfoacetate in a corn dextrin base, acidified with lactic acid. 
In bar form. Write for samples. 


WESTWOOD PHARMACEUTICALS 
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while they 
wash 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


FOSTEX CAKE 


FOSTEX CREAM 


«..in 4.5 oz. jars. For thera- 
peutic washing inthe initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 


«+.in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne. 


Buffalo 13, New York 
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Bowen’s Disease and Its Relationship to Systemic 
Cancer 


JAMES H. GRAHAM, M.D., and ELSON B. HELWIG, M.D., Washington, D. C. 


Introduction 


In this paper we shall report a previously 
unrecognized association of Bowen’s disease 
of the skin with primary internal cancer. 

Bowen,! in 1912, described two patients 
with atypical epithelial proliferation of the 
skin. Each patient had a chronic solitary 
lesion composed of lenticular papules re- 
sembling a noduloulcerative syphiloderm. 

Darier,? in 1914, Bowen,’ in 1915, and, 
more recently, Fraser* described multiple, 
nonelevated, scaly or crusted plaques as a 
variety of Bowen’s disease. Histologically, 
these lesions were indistinguishable from 
those reported originally by Bowen. 
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Since Bowen’s original description, many 
similar lesions have been recorded. Further- 
more, the concept has been broadened by 
some investigators to include sites other than 
the skin, such as the oral cavity, anus, eye, 
genital organs, and genitourinary tract. We 
shall record our experience and observations 
of a large group of patients with Bowen’s 
disease of the skin which meet the criteria 
originally described by Bowen? and later 
by Darier ? and Fraser.* 


Materials and Methods 


This study was conducted at the Armed Forces 
Institute of Pathology and based on 35 patients 
with Bowen's disease of the skin who either came 
to autopsy or who were known to have died after 
surgical specimens were examined. Clinical and 
gross pathologic observations were supplemented 
by clinical records, surgical reports, death certifi- 
cates, and autopsy protocols. All tissues were fixed 
in 10% formalin solution. Sections of the lesions 
of the skin and internal organs stained with 
hematoxylin and eosin were examined in all cases. 
Identical procedures were performed on surgical 
and autopsy material from controls consisting of 
35 patients with senile keratosis and 35 with 
squamous-cell carcinoma of the skin. Additional 
controls were 139 patients with exfoliative derma- 
titis; autopsy material was available on 95 of 
these. For comparison in regard to the incidence 
of internal cancer, matcrial was examined from 
patients with the following diseases: arsenical 
keratosis, erythroplasia of Queyrat, Paget’s dis- 
ease, extramammary Paget’s disease, xeroderma 
pigmentosum, acanthosis nigricans, dermatomyo- 
sitis, poikiloderma atrophicans vasculare, herpes 
zoster, Kaposi’s sarcoma, and carcinoid. 

Supplementary statistical data were obtained 
from follow-up of more than 100 living patients 
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TABLE 1.—Age Distribution of Patients at Surgical 
Biopsy or Removal of Bowen’s Lesions 


A, M. A. ARCHIVES OF DERMATOLOGY 


TABLE 2.—Sites of Bowen’s Lesions with Material 
Available for Microscopic Study 


Patients, No. 


with Bowen’s disease of the skin and from a review 
of the literature. 


Clinical Data and Gross Pathology 


Race and Sex.—All of the 35 patients 
with Bowen’s disease of the skin were Cau- 
casians. Thirty-two were men, and three 
were women. The source of most of the 
material at the Armed Forces Institute of 
Pathology is the predominantly male popula- 
tion of the various branches of the Armed 
Forces and Veterans Administration; there- 
fore, sex distribution was biased. Approxi- 
mately equal distribution of the sexes, with 
perhaps a slight predominance in men, has 
been reported by others. 

Age Distribution—The average age of 
the 35 patients at onset of Bowen’s disease 
was 54 years. The average age at removal 
or first biopsy was 62 years. The youngest 
was 38, and the oldest, 87. The age distribu- 
tion is listed in Table 1. 

Duration of Lesions, Number, and 
Anatomical Sites—The duration of the 
lesions from onset to surgery varied from 5 
months to 30 years. The average was 7.8 
years. The anatomical sites of the lesions 
are listed in Table 2 and illustrated in 
Figure 1. 

Twenty-two of thirty-five patients had 
single lesions; seven had clinical evidence 
of multiple lesions, but only one lesion of 
each patient was available for microscopic 
study. All lesions of four other patients 
were available. Multiple lesions from two 
patients were available for study, and there 
was clinical evidence of other lesions which 
were not submitted for study. The sites and 
distribution of those lesions clinically similar 
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% 


Forehead 
Preauricular 


Upper back 
Lower back 


Extremities 


to Bowen’s disease, but not biopsied or sur- 
gically removed, were essentially the same 
as for the known material. 


Clinical and Gross Description. —Clini- 
cally, the diameters of lesions of 24 patients 
for whom data were accurate varied from 
0.7 to 13 cm.; the median value was 1.9 cm. 
They usually appeared as erythematous, pig- 
mented, crusty, scaly, fissured, keratotic 
plaques. Some had _ heaped-up nodules 
within the lesion. The configuration varied 
from round plaques, sharply demarcated 
from the surrounding tissue, to an irregular, 
polycyclic, lenticular pattern. A few were 
ulcerated or eroded. Close inspection of the 
lesions revealed numerous fragmented hairs 
protruding from lesions located in hairy 
areas of the skin. Some lesions were clear 
in the center; the majority were plaque-like. 
They were firm, indurated, rough, and 
granular to palpation. The clinical appear- 
ance frequently depended upon the location 
and other extrinsic factors, such as ex- 
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Age, Yr. Site No. | 
(21) 44 
: Trunk 
— 
(6) 13 
7 

(14) 29 : 
Pelvic area 
2 
2 
(6) 13 | 
4 


posure, irritation, treatment, and trauma 
(Figs. 2 and 3). 
The first lesion biopsied or surgically 


removed from each of the 35 patients was 
clinically diagnosed under a variety of 
terms, as follows: squamous-cell carcinoma, 


Figure 2 


Graham—Helwig 


Fig. 1. — Anatomical 
sites of Bowen’s disease 
with material available 
for microscopic study. 


6; basal-cell carcinoma, 4; carcinoma and 
superficial epitheliomatosis, 3 each; kera- 
tosis, senile keratosis, precancerous keratosis, 
mole or nevus, psoriasis, and no diagnosis or 
just lesion, 2 each, and melanoma, Bowen’s 
disease, hyperkeratosis with carcinoma, pre- 


Fig. 2.—Bowen’s lesion appearing as a single, 
scaly, fissured, keratotic, nodular, irregular, plaque- 
like lesion sharply demarcated from the surround- 
ing tissue. 


Fig. 3—Bowen’s disease with multiple coalesc- 
ing lesions. The lesions varied from erythematous, 
pigmented, scaly crusted plaques to ulcerated, 
eroded areas and heaped-up granular nodules. The 
borders were sharply demarcated from the sur- 
rounding tissue. Invasive squamous-cell carcinoma 
occurred and eventually widespread metastasis. 

Figure 3 
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* Sq cell 
Basal cell carcinoma 
Senile keratosis 

2 Senile keratosis with 

squamous cell carcinoma 

Melanoma 
Adenoacanthoma 

> Adnexal carcinoma 
Sweat gland carcinoma 


Total 


cancerous hyperkeratosis, seborrheic kera- 
tosis, lupus vulgaris or chromoblastomycosis, 


seborrheic dermatitis, and neurodermatitis, 
1 each. 

Symptoms.—The patients described com- 
binations of ulceration, crusting and scaling 
of the lesions, and infrequently episodes of 
bleeding, usually associated with trauma. 
Some experienced itching, pain when the 
lesion was pressed, and pain independent 
of known trauina. 

Premalignant and Malignant Skin Le- 
sions.—In addition to Bowen’s disease, 
the group had a variety of premalignant and 
malignant cutaneous lesions which were 
available for microscopic study. These in- 
cluded 15 carcinomas, 10 
senile keratoses, 9 basal-cell carcinomas, 3 
squamous-cell carcinomas occurring in senile 
keratosis, 2 malignant melanomas, 1 adeno- 
acanthoma, 1 sweat-gland carcinoma, and 1 
adnexal carcinoma (Table 3). 

Combinations of Bowen’s Disease and 
Other Lesions and Time Relationship.— 
Seventeen patients were free of premalig- 
nant and malignant skin lesions other than 


squamous-cell 
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Fig. 4.— Locations of 
all premalignant and ma- 
lignant skin lesions ex- 
amined microscopically. 


Bowen's disease throughout life; however, 
fourteen of these had malignant lesions of 
the internal organs. In only one instance did 
the internal cancer precede the onset of 
Bowen’s disease. 

Three other patients reported skin cancers 
prior to onset of Bowen’s disease, but their 
statements could not be confirmed. Fifteen 
patients had various combinations of pre- 
malignant and malignant cutaneous lesions 
associated with Bowen’s disease. The order 
of appearance of these lesions in 13 patients 
was known; Bowen’s disease was either the 
first lesion or appeared concurrently with 
other cutaneous lesions in 10 patients, or 
77%; it was the second lesion in 3, or 23%. 
The combinations of lesions and the order 
of their appearance in relation to Bowen’s 
disease are listed in Table 4, and case sum- 
maries, in Table 5. 

Latent Period for Premalignant and 
Malignant Skin Lesions.—Latent periods 
from onset of Bowen’s disease to onset of 
39 premalignant and malignant lesions of 
the skin varied from concurrent onset to 33 
years. Breakdown for the average latent 
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TABLE 3.—Location of Premalignant and Malignant 
Skin Lesions on Which Material Was Available 
for Microscopic Study 


TABLE 4.—Combinations and Time Relations 
Between Bowen’s Disease and Premalignant 
and Malignant Cutaneous Lesions 


Z 
° 


Diagnosis and Location 


Squamous-cell carcinoma 


Mouth area 

Ear (metatypical or basosquamous) 
Ear region 

Alar region 

Deltoid area (multicentric) 

Hand, dorsum 


Senile keratosis with squamous-cell carcinoma 


7 
1 
1 
1 
1 
2 
1 
1 
(15) 
4 
2 
2 
1 
1 
(10) 
2 
2 
1 
1 
1 
1 
1 
(9) 
2 
1 


~ 


Adeno-acanthoma 

Forehead 
Sweat-gland carcinoma 

Adnexal carcinoma 


= 


1 


1 
1 


Total lesions 


* Seven microscopically examined lesions are omitted from 
this table because the material was not available for our review. 
These are included in Figure 4. Three each were squamous-cell 
and basal-cell carcinoma, and one, senile keratosis. 


periods for the various types of lesions in 
relation to the onset of Bowen’s disease is 
as follows: 3 years each for sweat-gland 
carcinoma and adnexal carcinoma; 5.6 
years for basal-cell carcinoma; 5.8 years for 
squamous-cell carcinoma; and 9.5 years for 
senile keratosis. The lesions of adeno- 
acanthoma and squamous-cell carcinoma oc- 
curring in senile keratosis were few in 
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No. 


Bowen’s as First Lesion 
Basal-cell carcinoma 
Sq cell car 

Senile keratosis 

Multicentric basal-cell carcinoma; basal- 


cell carcinoma 


Bowen’s Concurrent (within 1 yr.) with 
Basal-cell carcinoma 
Senile keratosis, adeno-acanthoma, senile 
keratosis with squamous-cell carcinoma_- 
Squamous-cell carcinoma, senile keratosis, 
& senile keratosis with squamous-cell 
Basal-cell carcinoma; senile keratosis; 
squamous-cell carcinoma 


Bowen’s as 2d Lesion 
Adnexal carcinoma 
Basal-cell carcinoma, metatypical; squa- 
mous-cell carcinoma; senile keratosis 
Senile keratosis with squamous-cell carci- 
noma; basal-cell carcinoma; squamous-cell 
carcinoma; senile keratosis; adnexal 


Time relation of Bowen’s unknown 
Senile keratosis 
Basosquamous or metatypical basal-cell 


Total patients 


number and had occurred before the 
Bowen’s lesion, so no time relationship 
averages could be established. Two lesions 
of malignant melanoma (primary site un- 
known) occurred in one patient 14 years 
after onset of the Bowen's lesion. The 
average for the entire group was 6.2 years 
(Table 5). 

The curves of Chart 1 are cumulative 
percentages and depict the patient-years 
from onset of Bowen’s disease to onset of 
malignant and premalignant cutaneous 
lesions. The median latency period of each 
of the cutaneous lesions is that point where 
the particular curve is intercepted by the 
50% value. The median latency periods are 
between the sixth and seventh years for 
basal-cell carcinoma, squamous-cell car- 
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MEDIAN LATENCY PERIODS 


ALL DIAGNOSES 
-—-—-OTHER LESIONS 
-—-——-BASAL CELL CA: 

SENILE KERATOSIS 
————SQUAMOUS CELL CA: 


SQUAMOUS CELL 
ARCINOMA 


T 
16 19 20 


LATENCY PERIOD (YEARS) 
Chart 1.—Time lapse from onset of Bowen’s disease to onset of malignant and premalignant 


cutaneous lesions, by diagnosis. 


cinoma, senile keratosis, and for all diag- 
noses; however, for lesions other than the 
foregoing, the median latency period is ap- 
proximately two years. 

Primary Internal and Metastasizing Pri- 
mary Cutaneous Cancers.—Twenty-eight of 
the thirty-five patients had cutaneous and 
systemic cancers which either directly or in- 
directly contributed io their terminal illness. 
The number, primary locations, and types of 
these malignant tumors were as follows: 
eight respiratory, including squamous-cell 
carcinoma of the hypopharynx, larynx, and 
lung, and bronchogenic carcinoma; five gas- 
trointestinal, including squamous-cell carci- 
noma of the esophagus and adenocarcinoma 
of the stomach; five genitourinary, including 
renal-cell carcinoma, papillary carcinoma of 
the urinary bladder, and adenocarcinoma of 
the prostate; four reticuloendothelial, includ- 
ing lymphosarcoma, chronic myelogenous 
leukemia, and chronic lymphocytic leukemia; 
four cutaneous, including metastasizing 
squamous-cell carcinoma, squamous-cell car- 
cinoma occurring in Bowen’s disease with 
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subsequent metastasis, and malignant mela- 
noma; one endocrine tumor diagnosed as 
papillary adenocarcinoma of the ovary, and 
one lesion called adenocarcinoma of the 
breast (Table 5). 

Combinations of Systemic Cancers.— 
There were four examples of combinations 
of two types of internal malignant le- 
sions, i. €., squamous-cell carcinoma of the 
hypopharynx and larynx and adenocarci- 
noma of the prostate; papillary carcinoma 
of the urinary bladder and adenocarcinoma 
of the prostate; renal-cell carcinoma and 
adenocarcinoma of the prostate, and bron- 
chogenic carcinoma and malignant thymoma 
(Table 5). 

The internal malignant tumors in six 
patients were first detected at autopsy. 
Twenty-six of the twenty-eight patients had 
metastatic lesions or generalized spread from 
their primary tumors. 

Seven of the thirty-five patients died 
without systemic cancer, but four of these 
had premalignant lesions of senile keratosis 
or malignant lesions of squamous-cell car- 
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cinoma occurring in senile keratosis, squa- 
mous-cell carcinoma, basal-cell carcinoma, or 
sweat-gland carcinoma. 

Supplementary Data.—Primary internal 
malignant lesions were reported on follow- 
up of 23 of more than 100 living patients 
with Bowen’s disease. The pathologic diag- 
noses were as follows: two each with 
adenocarcinoma of the rectum, squamous-cell 
carcinoma of the mucous membrane of the 
lip, squamous-cell carcinoma of the tongue, 
bronchogenic carcinoma, and adenocarci- 
noma of the prostate; one each with carci- 
noma of the mucous membrane of the anus, 
adenocarcinoma of the colon, adenocarci- 
noma of the stomach, epidermoid carcinoma 
of the nasopharynx, epidermoid carcinoma 
of the hard palate, squamous-cell carci- 
noma of the cornea and _ conjunctiva, 
carcinoma of the kidney, papillary carcinoma 
of the bladder, squamous-cell carcinoma of 
the urethra, adenocarcinoma of the uterus, 
chronic lymphatic leukemia, follicular lym- 
phoma, and adenocarcinoma of the thyroid. 

Latent Period for Malignant Internal 
Lesions.—The latent period from onset of 
the Bowen’s disease until detection of a 
malignant internal lesion or a metastasis 
from a cutaneous cancer was from concur- 
rent onset to 35 years. The average was 


8.5 years. The average time relationship 


from onset of Bowen’s disease until detec- 
tion of malignant lesions in the various 
systems is as follows: 1.3 years, reticulo- 
endothelial; 4.5 years, genitourinary tract; 


Chart 2.—Rate of de- 
velopment of internal ma- 
lignancy with reference 
to onset of Bowen’s dis- 
ease, by anatomic site. 


8.4 years, respiratory system; 12 years, 
endocrine and endocrine-influenced systems; 
13 years, gastrointestinal tract, and 14.2 
years, skin (Table 5). 

Since individual variations affect the 
averages, Chart 2 is presented to indicate 
the time intervals from onset of Bowen’s 
disease to the detection of malignant lesions 
in each system. Fifty per cent of the lesions 
of the genitourinary tract had been detected 
within 4 years and of those of the gastro- 
intestinal tract within 14 years. 

Follow-Up Period and Survival Time.— 
The follow-up period from first diagnosis 
of the Bowen’s lesion until death ranged 
from 13 days to 14 years; the average was 
3.4 years. Ten patients died in less than 
1 year; twelve, in than 2 years; 
nineteen, in less than 3 years; twenty-three, 
in less than 4 years; twenty-six, in less than 
5 years; nine survived beyond 5 years, but 
all had died by the end of a 14-year period. 

Family History.—Information was ob- 
tained from records of 22 patients regarding 
internal malignant tumors in their relatives. 
ight families (36%) had internal cancer. 
One patient whose father had carcinoma of 
the bladder also had a brother whose skin 
was sensitive to sunlight and skin 
cancers. 

Past History of Patients —Only one pa- 
tient was known to have received arsenical 
therapy. Neoarsphenamine had been ad- 
ministered five years before onset of a 
single lesion of Bowen’s disease on the left 
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temple. Since the clinical histories as a 
group were adequate, it seems likely that 
this is the only patient who had contact with 
arsenical compounds. 

Treatment and Results —Methods of 
treatment of the 48 lesions of Bowen’s dis- 
ease in the 35 patients included topical 
therapy, surgical excision and grafting, 
x-ray, radium, desiccation, and curettement. 
No lesions were cured or altered by local 
therapy. Six were treated with cancericidal 
doses of x-ray; one of these recurred, and 
four were completely unaltered, as proved 
by follow-up biopsies after treatment. The 
sixth lesion was treated with a combination 
of desiccation and curettement followed by 
x-ray, with no recurrence 18 months later. 
Lesions of two other patients were treated 
with therapeutic doses of radium, and both 
were apparently cured. Two were treated by 
desiccation, curettement, or both, and both 
recurred, Six of thirty-six lesions recurred 
after surgical excision. Subsequently, the 
nine lesions that recurred were treated a 
second time—seven with surgical excision, 
one with x-ray, one with desiccation and/or 
curettement. The one treated by desiccation 
and/or curettement recurred. live of the 
lesions treated were still present terminally. 


Terminal examination of the skin of the 


Fig. 6.—Plaque-like le- 
sion with hyperkeratosis, 
parakeratosis, acanthosis, 
and no evidence of inva- 
sion of the corium. Re- 
duced about 5% from 


mag. X 48. 
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Fig. 5.— Bowen's le- 
sion with plaque-like ac- 
anthosis, hyperkeratosis, 
and parakeratosis. Re- 
duced about 5% from 
mag. X 9, 


deceased patients revealed that nine had 
evidence of untreated lesions clinically 
similar to Bowen’s disease. 


Microscopic Examination 


Sections from the lesions of Bowen's disease 
were stained with hematoxylin and eosin. Examina- 
tion under the scanning and low-power objective 
revealed a plaque-like lesion with hyperkeratosis, 
parakeratosis, or both, and acanthosis, Under 
higher power, atypical epithelial proliferation, with 
loss of normal architecture and “windblown” ap- 
pearance, was striking. Cellular atypism in the 
form of multinucleated giant cells, vacuolated cells, 
and mitotic figures occurred at all levels through- 
out the epidermis. The nuclei of the atypical 
epithelial cells varied in size and shape but were 
generally enlarged and hyperchromatic, with promi- 
nent nucleoli. Near the surface, some nuclei were 
shrunken and surrounded by a clear halo. Occa- 
sionally, individually keratinized or dyskeratotic 
cells occurred in all layers. Inflammatory cells, 
mostly lymphocytes and plasma cells, usually in- 
filtrated the corium near the base of the lesion. 
The intensity of the inflammatory infiltrate was 
variable in the same lesion as well as between 
lesions. 

Forty-eight lesions of Bowen's disease from the 
35 patients were examined microscopically. Four 
(11%) of the 35 patients had lesions in which 
there was microscopic evidence of invasion as 
squamous-cell carcinoma. In two (5.7%) the le- 
sions invaded deeply, and both patients had metas- 
tasis (Figs. 5-10). 
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Fig. 7. — Area from 
Figure 6. There is loss of 
normal architecture and 
cellular atypism the 
form of multinucleated 
cells, vacuolated cells, and 
mitotic figures at all lev- 
els of the epidermis. An 
inflammatory infiltrate of 
lymphocytes and plasma 
cells is seen in the upper 
corium. Reduced about 
5% from mag. XX 185. 


Fig. 8—High power of 
a Bowen’s lesion with 


” 
windblown” appearance, 


abnormal cells, mitotic 
figures, and individual cell 
keratinization., Reduced 
about 5% from mag. 


X 305. 


Fig. 9.—Plaque-like le- 
sion of Bowen's disease 
invading as squamous-cell 
carcinoma. Reduced about 
5% from mag. X 48. 
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Fig. 10.—High power 
of Figure 9. Squamous- 
cell carcinoma eventuat- 
ing in widespread 
metastasis and death of 
the patient. Reduced 
about 5% from mag 


x 102. 


Hematoxylin-and-eosin-stained sections were ex- Controls 
amined on all cutaneous premalignant and malig- In view of the tendency of this group of 
nant lesions, as well as those of internal organs. people with Bowen’s disease to have cu- 
(Figures 11 and 12 show the types of various cu- taneous lesions of senile keratosis and 
taneous and internal lesions.) squamous-cell carcinoma, we examined 


Fig. 11—Types of premalignant and malignant skin lesions. 
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Fig. 12—Types 


microscopically surgical specimens and au- 
topsy material from deceased persons with 
these diseases. Material from persons with 
exfoliative dermatitis was also examined, 
since this disease is reportedly associated 
with internal cancer and not with cutaneous 
malignant lesions. The control groups here 
discussed were unselected with respect to 
race and sex; however, for purposes of 
statistical testing (Table 6), only the white 


of internal cancer. 


men 43 years of age and older were utilized, 
because the varying proportions of women, 
Negroes, or white men under 43 years of 
age did not permit valid testing with these 
categories included. 

Senile Keratosis—Material was examined 


microscopically from 35 patients with lesions 
of senile keratosis surgically removed prior 
to death or obtained at autopsy. The ma- 
terial was chosen at random. 


TABLE 6.—Internal Cancers in White Males Forty-Three Years of Age and Over 


with Bowen's Disease Compared 


No. 


No 
Internal Internal 
Cancer 


Diagnosis Cancer 
Bowen's disease * 

Squamous-cell carcinoma, skin - 

Bowen's disease 

Senile keratosis 

Bowen's disease 


to Those in Control Groups 


% in Group 
No 
Internal Internal 
Cancer Cancer 


Degrees 
of 
Freedom 


Probability 
Total x? Value 
76 


43 


24 


a7 


12 


* Some of these had squamous-cell carcinoma, but none had metastasis from skin lesions. 
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All the patients were Caucasian men. The 
average age at onset was 62 years and at 
surgical removal or autopsy, 64 years; the 
range was from 38 years to 86 years. The 
duration of the lesions from onset to re- 
moval varied from 1 month to 10 years; the 
average duration was 1.8 years. All the 
lesions were anatomically located on exposed 
parts of the body; the dorsum of the hand, 
forearm, neck, nose, ear, cheek, forehead, 
and eyelid. Twenty-two (63%) of the 
thirty-five patients with senile keratosis had 
primary internal cancers, the majority of 
which were either directly or indirectly re- 
sponsible for their deaths. The types and 
locations were, in order of frequency: bron- 
chogenic carcinoma, nine; adenocarcinoma 
of the prostate, five; renal-cell carcinoma, 
papillary carcinoma of the bladder, follicular 
lymphoblastoma, generalized reticulum-cell 
lymphosarcoma, adenocarcinoma of the 
stomach, and malignant carcinoid of the 
ileum, one each, and combinations of chronic 
lymphocytic leukemia and Hodgkin's disease 
and of chronic granulocytic leukemia and 
adenocarcinoma of the colon, one each. Ten 
of the thirty-five patients with senile kerato- 
sis also had basal-cell carcinoma of the skin. 
Obviously, none of these lesions metasta- 
sized, The patients with senile keratosis did 
not have any lesions which were either 
clinically or histologically similar to Bowen’s 
disease. 

Squamous-Cell Carcinoma of the Skin. 
Thirty-five patients with primary squamous- 
cell carcinoma of the skin were studied. 
There were 31 white men, 2 Negro men, 
and 2 white women. Their ages at removal 
of the lesions ranged from 25 years to 93 
years. The average age at onset was 64 
years and at surgical removal or autopsy, 
66 years. The duration from onset to 
biopsy or surgical removal varied from 1 
month to 11 years, with an average of 
1.9 years. Anatomically, the lesions were 
located on the head, neck, trunk, and ex- 
tremities. Ten (28.6%) of the thirty-five 
had primary internal cancers which contrib- 
uted to their deaths. Two of these also 
had metastasis from cutaneous squamous-cell 
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carcinomas, and each had a second internal 
primary malignant lesion, adenocarcinoma 
of the prostate, and bronchogenic carcinoma, 
respectively. Six had single internal malig- 
nant lesions, which included one each with 
epidermoid carcinoma of the lung, squa- 
mous-cell carcinoma of the pharynx, carci- 
noma of the pancreas, adenocarcinoma of 
the prostate, generalized lymphosarcoma, 
and adenocarcinoma of the stomach. Two 
patients had adenocarcinoma of the prostate; 
each had a_ second primary lesion of 
squamous-cell carcinoma of the larynx and 
adenocarcinoma of the rectum. Thirteen 
(37) died as a result of metastasis from 
squamous-cell carcinomas of the skin; 
twelve patients died from other causes. 
Twenty-three (65.7% ) died of metastasis 
from squamous-cell carcinoma of the skin or 
from primary internal cancer. 

Exfoliative Dermatitis —Clinical data and 
pathologic materials diagnosed as exfoliative 
dermatitis were available from 139 patients. 
Four of ninety-five autopsied patients had 
primary malignant lesions of internal organs. 
Three patients who were alive at last report 
had primary internal cancer. The type and 
sites of internal cancer were as follows: 
Two had Hodgkin's disease, and one each 
had mycosis fungoides, chronic lymphocytic 
leukemia, adenocarcinoma of the stomach, 
adenocarcinoma of the liver, and adenocar- 
cinoma of the prostate. Thus, 7 (5%) of 
the 139 patients had primary internal can- 
cers associated with the exfoliative derma- 
titis. 

This group, drawn from the 139 patients 
with exfoliative dermatitis for comparison 
with the patients with Bowen’s disease, con- 
sisted of all white men 43 years and over 
for whom autopsy material was available, 
and all those living for whom surgical ma- 
terial showed the presence of internal cancer. 
There were 40 such men—38 with autopsy 
and 2 with surgical material. Of these forty, 
five (12) had internal cancer. 


Comparative Studies 
The following lesions and diseases were 
studied for possible association with internal 
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TABLE 7.—Internal Cancer and Metastasis from 
Cutaneous Cancer, Bowen’s Disease, and Diseases 
Selected for Comparison 


Metastasis 
Primary from 
Internal Cutaneous 
Cancer Cancer 
Total 
Diagnosis No. * No. Q% No. % 
Bowen's disease 
Senile keratosis 
Acanthosis nigricans 
Herpes zoster 
Squamous-cell carei- 
noma (cutaneous) 
Extramammary Paget's 
disease 
Dermatomyositis 
Arsenical keratosis 
Paget’s disease of the 
breast 
Poikiloderma atrophicans 
vasculare (Jacobi) 
Kaposi’s sarcoma 50 
Exfoliative dermatitis 139 
Xeroderma pigmen- 
tosum 
Erythroplasia of 
Queyrat 


* Total number in each group equals 100%. 
+ Two of these patients had metastasis from cutaneous squa- 
mous-cell carcinoma. 


cancer, and comparative data for both these 
and the control groups are shown in Table 7. 

Arsenical Keratosis—Among 15 patients 
with keratosis and a definite history of 
ingestion or contact with arsenic, 5 were 
dead. Three (600) of these had either 
metastasis from malignant lesions of the 
skin or primary internal cancer; in two 
instances the metastasis was from squamous- 
cell carcinoma of the feet and hand, respec- 
tively, which eventually caused death. The 
third patient died of carcinoma of the 
ampulla of Vater, with metastasis to the 
The re- 


maining two patients died from cardiovascu- 


liver and regional lymph nodes. 


lar and respiratory diseases. One of the ten 
patients still alive at last report is a 77-year- 
old white woman, who at present is two and 
one-half years postoperative for adenocarci- 
noma of the right breast. 

The types of arsenic were as follows: 
lowler’s solution, 11 patients; arsenate of 
lead and arsenous acid, 1 each; an injectible 
and an oral arsenical compound, 2. The 
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patients received the arsenical preparations 
for diseases such as psoriasis, neuroderma- 
titis, acne, bronchial asthma, chorea, mi- 
graine, epilepsy, and rheumatic fever. One 
patient was exposed to arsenic in sprays, by 
eating apples and drinking well water con- 
taminated with arsenate of lead. Histolog- 
ically, the majority of the lesions of arsenical 
keratosis were practically indistinguishable 
from those of Bowen’s disease. 

Erythroplasia of Queyrat.—Twenty-four 
white male patients with typical penile le- 
sions were studied, Eight died; none had 
internal cancers on the basis of follow-up 
data and material available for study. Six 
patients had microscopic evidence of local 
invasion, but none had evidence of metastasis 
to regional lymph nodes. None of the 24 had 
lesions of Bowen’s disease on the skin or 
other premalignant or malignant cutaneous 
lesions. Microscopically, erythroplasia of 
Queyrat resembles Bowen's disease of the 
skin. 

Paget's Disease of the Breast.—Neubeck- 
from 46 female 

Surgical tissues 


er® reviewed material 

patients with this disease. 
from 40 patients were available for gross 
and microscopic examination; in 38 (95% ) 
underlying carcinoma of the breast was 
found. Follow-up data revealed that four 
of these patients also had primary carcinoma 
of the opposite breast and one had an 
adenocarcinoma of the sigmoid colon. A 
fifth patient had an abdominal perineal resec- 
tion for malignant tumor of unknown type, 
in addition to surgery for carcinoma of the 
breast. At last report, 5 of the 40 were dead, 
all of widespread metastasis from the breast. 
Although the follow-up is not complete, it 


appears possible that at least 50 of patients 


with Paget’s disease of the breast might have 
primary internal malignant lesions in addi- 
tion to breast carcinoma. 

Extramammary Paget’s Disease. —We re- 
viewed material from 23 adult patients with 
this disease. Twelve were female and eleven 
male. The lesions were located on the labia, 
anus, penis, scrotum, suprapubic region, 
groin, and axilla. Five patients had under- 
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lying adnexal carcinoma of the skin; three 
of these also had metastasis to the regional 
lymph nodes. Two patients had adenocar- 
cinoma of the rectum, of which one died. 
One woman died as a result of widespread 
metastasis from a primary mucinous adeno- 
carcinoma of the urethra. A total of eight 
patients, or 35 of those with lesions of 
extramammary Paget’s disease, had either 
an underlying primary internal cancer or an 
adnexal carcinoma of the skin. Patients with 
internal cancer comprised 13% of the group, 
while 13% had metastasis from the skin to 
the regional lymph nodes. 

Kaposi's Sarcoma.—Vifty patients with 
this disease entity were studied by Cox and 
Helwig.* Forty-seven had skin manifesta- 
tions of the disease. Three also had chronic 
lymphocytic leukemia, mycosis fungoides, or 
Hodgkin’s disease. The two latter diseases 
occurred simultaneously with Kaposi's sar- 
coma. Six per cent of patients with Kaposi's 
sarcoma also had a malignant lymphoma. 

NXeroderma Pigmentosum.—M aterial 
from eight patients with xeroderma pig- 
mentosum was reviewed. The sexes were 
equally divided; the ages ranged from 12 
to 42 years. Three were dead as a result of 
metastasis from squamous-cell carcinoma of 
the skin to internal organs. lour of the five 
living patients had a variety of premalignant 
and malignant cutaneous lesions. None of 
the eight was known to have a_ primary 
internal cancer. 

Carcinoid —Manion and Helwig’ re- 
viewed material diagnosed as carcinoid from 
321 patients and found that 17 (5.39) had 
systemic and cutaneous manifestations of the 
malignant carcinoid syndrome. 

Dermatomyositis. —Forty-five patients 
with this disease were studied. Five (25% ) 
of twenty known dead were found to have 
the following primary internal cancers: 
Hodgkin’s disease, multiple myeloma, carci- 
noma of the kidney, adenocarcinoma of the 
ovary, and squamous-cell carcinoma of the 
nasopharynx. The remaining 25 patients, 
who were alive at last report, include 2 
women who were postoperative for carci- 
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noma of the cervix and for carcinoma of 
the breast. Sixteen per cent were known to 
have primary internal cancers. 

Poikiloderma Atrophicans Vasculare 
( Jacobi ).—Clinical histories and biopsy ma- 
terial of 10 adult patients were considered 
acceptable for this diagnosis. All of the 
patients were alive at last report, and only 
one, a white woman, had mycosis fungoides. 

Herpes Zoster —Material from 43  pa- 
tients with this disease was examined. 
Fifteen (350 ) were known to have internal 
cancers: five of these with Hodgkin’s dis- 
ease; three with bronchogenic carcinoma; 
two with chronic lymphatic leukemia; one 
each with chronic myelogenous leukemia, 
multiple myeloma, carcinoma of the thyroid, 
and adenocarcinoma of the head of the pan- 
creas, and one with an unclassified malig- 
nant tumor and widespread metastasis to 
bones. The onset of the herpes zoster was 
during the time the 15 patients had their 
internal malignant lesions, Nineteen (449% ) 
were dead, and fourteen had died of  pri- 
mary internal cancers. 

Three of the thirty-five patients with 
Bowen’s disease (not included in above 
group) had herpes zoster, associated in each 
instance with internal cancers; one each had 
adenocarcinoma of the prostate and lym- 
phosarcoma, and one patient had carcinoma 
of both kidney and prostate. 

It must be emphasized that much of our 
material on herpes zoster came from dying 
patients debilitated with internal cancer and 
as a group more susceptible to infection. 
This factor probably accounts for the high 
incidence of association in the group and 
does not necessarily imply a true relationship 
between the occurrence of herpes zoster and 
internal cancer or any specific type of 
malignant tumor. 

Acanthosis Nigricans.—Nineteen patients 
with acanthosis nigricans were — studied. 
Their types were classified as malignant or 
benign on the basis of clinical histories, 
follow-up data, and histologic material. Ten 
(52.6% ) were classified as malignant; nine, 
as benign. Nine of the ten patients were 
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known to be dead and either at surgery or 
autopsy were noted to have the following 
internal malignant lesions: [ive had adeno- 
carcinoma of the stomach; one each had 
adenocarcinoma of the liver, adenocarcinoma 
of the thyroid, bronchogenic carcinoma, and 
retroperitoneal sarcoma, The 10th patient, a 
23-year-old Negro man, is still alive two and 
one-half years post-treatment for epidermoid 
carcinoma of the nasopharynx. The nine 
patients considered as having benign acan- 
thosis nigricans were still alive at last report 
and on the basis of present information had 
no detected internal cancers. Histologically, 
and often clinically, the benign and malig- 
nant types of acanthosis nigricans were 
indistinguishable. 


Statistical Comparison 

Nineteen (83%) of twenty-three white 
men from the group of thirty-five patients 
with Bowen's disease and without evidence 
of senile keratosis had primary internal 
cancer. A x” test showed no significant dif- 
ference in the incidence of primary internal 
cancer between this group and the 35 white 
men with senile keratosis and no Bowen's 
disease. 

Similar tests showed greater likelihood of 
association of primary internal cancer with 
Bowen’s disease than with any of the other 
disease entities that could be tested. Al- 
though the cases of Paget’s disease of the 
breast, xeroderma pigmentosum, and eryth- 
roplasia of Queyrat were not suitable for 
testing, the greater likelihood of association 
of internal cancer with Bowen’s disease is 
apparent, since there were no primary 
internal cancers in the last two and only two 
(5%) in the former. 


Review of the Literature 

Evidence may be obtained from the re- 
ports of others in regard to the development 
of squamous-cell carcinoma in Bowen’s dis- 
ease and in regard to regional and wide- 
spread metastases. In Bowen’s* patient 
No. 6 an invasive squamous-cell carcinoma 
was present in a nodule excised from a 
large plaque on the chest. There was no 
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evidence of metastasis. In Darier’s *** first, 
third, and fourth patients there was his- 
tologic evidence of invasion in their skin 
lesions and in addition metastasis to the 
regional lymph nodes. The last patient was 
followed until death, and at autopsy there 
was not only malignant infiltration of the 
regional lymph nodes but also metastasis to 
the lung and greater curvature of the 
stomach. The histologic characteristics of 
the metastasis were similar to those noted in 
the skin. Other reports regarding invasion, 
metastasis, or both, in Bowen’s disease have 
been published by Sequeira and Turnbull,® 
Stout,!® Finnerud and Duncan,!! and others. 
There is reliable evidence in the literature 
regarding the association of other premalig- 
nant and malignant lesions of the skin in 
patients with Bowen's disease. Bowen's 
patient No. 6, as interpreted and cited by 
Fraser, had another lesion associated with 
the Bowen’s dermatosis that was _histolog- 
ically basal-cell carcinoma. Strangely 
enough, Bowen did not comment on this 
interesting association, but it is apparent 
from his description and figures that the 
basal-cell carcinoma was not a transforma- 
tion of the Bowen lesion but an unrelated 
tumor. Sequeira’s® patient, in addition to 
precancerous dermatosis, had Bowen's dis- 
ease with invasive squamous-cell carcinoma 
and two lesions of typical “rodent ulcer” 
basal-cell carcinomas. T’raser’s* patient 
No. 2 had a lesion of the breast which was 
similar in clinical appearance to the Bowen's 
lesions but on microscopic examination 


proved to be basal-cell carcinoma. Transi- 
tional stages could not be found between the 


lesion of Bowen’s disease and the basal-cell 
carcinoma. Montgomery ' pointed out the 
association of Bowen’s disease and superfi- 
cial epithelioma, and his third patient also 
had typical senile keratosis. It was Mont- 
gomery’s belief that Bowen’s disease occurs 
independently of superficial epitheliomatosis. 
There are few documents in the literature 
regarding Bowen’s disease and ‘internal 
cancer. Bowen,'* in 1920, published a brief 
report on the further course of two cases 
previously reported. His patient No. 6, 
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reported first in 1915, died in 1918 of cancer 
of the pylorus after having had skin lesions 
for 34 years. There is no indication that 
Bowen realized the significance of the rela- 
tionship at that time, other than to support 
the concept that Bowen’s dermatosis was a 
precancerous lesion, Fraser,* in 1928, re- 
ferred to Bowen's patient No. 6, who, though 
apparently cured, developed a cancer of the 
pylorus two years later as a circumstance 
which was probably not related to the pri- 
mary disease. In 1953, Jaeger and 
Delacretaz '* reported a 71-year-old woman 
with Bowen's epithelioma of the cheek and 
Paget's disease of the breast. Mordant,!° a 
year later, reported the coexistence of skin 
metastasis of a renal epithelioma, Bowen's 
disease, and several pagetoid epitheliomas 
(superficial epitheliomatosis). Roth,’® in 
1956, diagnosed Bowen’s disease from sev- 
eral pieces of skin taken at autopsy. The 
cause of death was bronchial carcinoma. 
These latter reports reflect the association of 
internal cancer in Bowen's disease, although 
this significance was apparently not realized. 

The relation of skin cancer to other malig- 
nant lesions has been pointed out by a num- 
ber of other investigators. Owen," in 1921, 
reviewed the literature on multiple malignant 
neoplasms and reported his experiences. 
Three patients with cancer of the breast also 
had basal-cell carcinoma of the skin, and in 
another instance a patient with melanoma of 
the back had in addition multiple basal-cell 
carcinomas. 

Warren and Gates '* in a thorough study 
in 1932 pointed out that a person who had 
one cancer is definitely more likely to have 
a second cancer. Conrad and Hill? ob- 
served that those patients who were working 
in occupations having a higher rate of cancer 
of the skin and lip also had cancers at other 
sites. Stalker, Phillips, and Pemberton,” in 
a study of 54 patients with 97 basal-cell car- 
cinomas, 69 squamous-cell carcinomas, and 
1 melanoepithelioma of the skin and lip, 
noted that 35.4% showed malignant disease 
in another part of the body. Warren and 
Gates,24_ in 1940, followed 1,149 persons 
with basal or epidermoid carcinoma of the 
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skin and observed that 6.7% had cancer of 
other organs than the skin. In 1944, Warren 
and Ehrenreich ** studied 194 patients with 
multiple primary malignant tumors. Thir- 
teen, or 6.7% of this group, had cancer 
of the skin and malignant lesions of other 
organs. 

Sommers and McManus,?* reporting on 
multiple arsenical cancers of the skin and 
internal organs, studied 27 patients. Ten 
(37%) had either pathologic or clinical evi- 
dence of internal cancer. In addition, a 
variety of carcinomas of the skin, including 
carcinoma in situ. (Bowen’s disease) oc- 
curred. More recently, Roth performed 
autopsies on 27 vintners from the Rhineland 
who were exposed to arsenic in the years 
from 1925 to 1942. Sixteen (59%) of these 
had internal cancers involving the lung, 
liver, bile ducts, and esophagus. Five of the 
twenty-seven had carcinoma of the skin after 
the onset of hyperkeratosis. 

The recognition of Paget’s disease of the 
nipple as an indication of an underlying car- 
cinoma of the breast has long been accepted. 
Most investigators note that the incidence 
varies from 85% to 100%. Foote and 
Stewart *4 state, “We have never had an 
example where we could say that the under- 
lying ducts were free from involvement.” 
There are no specific statistics in the litera- 
ture regarding the presence of extramam- 
mary Paget’s disease and malignant internal 
lesions, although Pinkus and Gould* re- 
ported the association in a patient with a 
mucin-secreting carcinoma of the rectum. 
He discussed cases of similar involvement 
reported by Artz and Kren, Eberts, and 
others. Weiner ** and others have generally 
accepted the apocrine-gland origin of Paget’s 
dermatosis. Greeley and Curtin stated, 
“The disease might be considered a type of 
primary carcinoma of the apocrine sweat 
glands that metastasizes into the skin.” 

No references were found regarding the 
occurrences of xeroderma pigmentosum with 
internal cancer. However, it is generally 
recognized that patients having xeroderma 
pigmentosum are prone to cancer of the 
skin and that they tend to die earlier than 
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would normally be expected. Pillsbury, 
Shelley, and Kligman ** list basal-cell car- 
cinoma as the most commonly associated 
skin cancer but state that occasionally 
squamous-cell carcinomas and even melano- 
mas and sarcomas spring up in the radio- 
dermatitis-like skin. 

Bluefarb,2® in his textbook on Kaposi's 
sarcoma, reviewed 360 cases collected in 
1951 and earlier. Thirty patients (8.3 ) 
had associated internal malignant lesions. 
These included six each with Hodgkin's 
disease and lymphatic leukemia, three each 
with mycosis fungoides and lymphosarcoma, 
two each with myeloid leukemia and adeno- 
carcinoma of the colon, and one each with 
adenocarcinoma of the stomach, hyper- 
nephroma, malignant lymphoma, Brill-Sym- 
mers disease, osteogenic sarcoma of the 
tibia, carcinoma of the liver, adenocarcinoma 
of the cervix, and carcinoma of the prostate. 
I:pstein * reviewed published reports on 28 
patients with Kaposi’s sarcoma and added 7 
cases previously unreported. Two (5.7 ) 
of the thirty-five had internal malignant le- 
sions, adenocarcinoma of the rectum, and 
Hodgkin’s disease of the right lung, respec- 
tively. 

With regard to exfoliative dermatitis, or 
generalized erythroderria, Ormsby and 
Montgomery *! state that the disease “ac- 
counts for about a third of all types of 
cutaneous lymphoblastoma. It is seen espe- 
cially in the latter decades of life, in which 
30% to 50% of all cases of exfoliative der- 
matitis are of lymphoblastic origin.” Pills- 


bury and his associates pointed out, 
“Occasionally, the onset of Hodgkin's dis- 


ease, mycosis fungoides and lymphatic 
leukemia will be marked by erythroderma 
and exfoliative dermatitis.” 

The association of herpes zoster with 
internal cancer is generally accepted. Blank 
and Rake * stated, “Zoster has been noted 
following a variety of stimuli or trauma.” 
Among the common ones, he listed cancer 
of the breast, leukemia, and Hodgkin’s dis- 
ease. He referred to the work of Pender- 
grass and Kirsh, who noted that 16 (3.9% ) 
of 406 patients with cancer of the breast 


Graham—H elwig 


had herpes zoster. In 12 of the 16 there 
was evidence of metastasis at the time the 
zoster appeared. De Moragas and Kier- 
land ** studied the records of 916 patients 
with herpes zoster who were seen at the 
Mayo Clinic between 1935 and 1949. They 
noted that the most frequently associated 
diagnosis in these patients (39 cases, or 
4.2%) was lymphoma. Pillsbury states 
that “the most important relation, and one 
which cannot be doubted, is the occurrence 
of zoster in relation to malignant disease, 
including breast cancer, Hodgkin’s disease 
and leukemia.” 

Of recent interest has been the recog- 
nized syndrome of functioning carcinoid. 
Kierland and Sauer ** reviewed the cutane- 
ous manifestations and reported six patients 
studied at the Mayo Clinic. Five of these 
had shown the characteristic flushing mecha- 
nism associated with cyanosis. Shafer, in 
discussing this paper, referred to the un- 
published work of Helwig and Manion, who 
had collected 261 cases of carcinoid. In six 
patients (2.3%) the functioning carcinoid 
syndrome was present. 

During the past few years there has been 
a greater appreciation of the association of 
dermatomyositis with primary internal can- 
cers. lirmat and Lipsett * recently observed 
four patients with dermatomyositis and can- 
cer, two with carcinoma of the cervix, and 
one each with carcinoma of the breast and 
Hodgkin’s disease. In this report they re- 
ferred to the survey of Sheard and 
Knoepfler.*6*7 In this latter study approxi- 
mately 600 patients with dermatomyositis 
were collected from the world literature, and 
70 (11.7%) had cancer. Later, Sheard and 
Knoepfler reported 14 patients of their own 
with dermatomyositis, and 6 (42.8%) had 
internal malignant lesions as follows: car- 
cinoma of the breast, 2; carcinoma of the 
ovary, rectum, colon, and stomach, 1 each. 
Christianson, Brunsting, and Perry ** at the 
Mayo Clinic made a survey of the records of 
270 patients with dermatomyositis and noted 
associated malignant diseases in 6.7% of the 
cases. 
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Curth **-#° for many years has been inter- 
ested in acanthosis nigricans and has made 
extensive surveys of this disease. She clas- 
sified the disease into “benign” and “malig- 
nant” types and justified this by the fact that 
adults suffering from “malignant” acanthosis 
nigricans through puberty without 
displaying “benign’’ acanthosis nigricans. 
Curth *! states that “in almost 100 per cent 
of cases of malignant acanthosis nigricans 


pass 


there will be an associated internal adeno- 
carcinoma.” The tumors are usually located 
in the stomach, liver, pancreas, esophagus, 
gallbladder, intestine, uterus, ovary, mam- 
mary gland, and lung. Pillsbury,** 
textbook, states: ‘The remarkable clinical 


in his 


feature of acanthosis nigricans is that 50 per 
cent of the cases are associated with some 
fatal form of internal cancer. This is re- 
sponsible for the subdivision of the disorder 
into benign and malignant types. The cuta- 
neous manifestations are clinically and his- 
tologically identical in both the benign and 
malignant types.” 

No statistical review regarding the occur- 
rence of poikiloderma atrophicans vasculare 
found. 
reviewed those 


could be 
r 42 


with cancer 


Dostrovsky and Saghe 


systemic 


cases occurring with mycosis fungoides and 
reported a case of their own. Lever * 
stated, “In rare instances of mycosis fun- 
goides, lesions of poikiloderma atrophicans 
vasculare develop either as a precursor or 
as a residuum of plaque-like lesions.” 

An exhibit by Curth *! listed several addi- 
tional non-neoplastic cutaneous lesions as- 
sociated with malignant internal tumors. No 
data in regard to incidence were available, 
but she included the following symptoms 
and diseases: pruritus, urticaria, acquired 
ichthyosis, Peutz-Jeghers syndrome, a syn- 
drome of multiple cutaneous and sub- 
cutaneous lesions occurring simultaneously 
with hereditary polyposis and osteomato- 
sis, pachydermoperiostosis, erythema multi- 
forme, erythema gyratum repens, dermatitis 
herpetiformis, and others. Beerman** re- 
cently reviewed the literature regarding some 
aspects of cutaneous cancer. He discussed 
metastatic cutaneous malignant lesions, the 
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cutaneous manifestations of the lymphoblas- 
tomas, cutaneous lesions and internal cancer, 
and other pertinent associations already men- 
tioned. 


Comment 


The study of cancer-proneness has long 
been an avenue of investigation in the at- 
tempt to discover etiologic factors inducing 
malignant growths. In fact, the study of 
the natural history may be just as important 
as research in physiopathology, immuno- 
chemistry, microbiology, and other complex 
Furthermore, observa- 
tions on the natural history of a disease in 


aspects of cancer. 


humans may suggest new problems for ex- 
perimental research that no other approach 
offer. Little is known about the 
natural history of Bowen’s disease. Medical 


has to 


literature contains a number of articles deal- 
ing primarily with the possible etiology, but 
comparatively few authors have been con- 
cerned with the subsequent course of pa- 
tients with Bowen's disease. 

Some observations made during the study 
of our patients merit further discussion. In 
general, the onset of Bowen’s disease is 
related to age; among 135 patients (35 pa- 
tients who came to autopsy and 100 who 
were alive at last report), only one-fifth 
were less than 35 years of age at the time 
the lesions were first noticed. 

Neither the appearance of the lesions nor 
the accompanying signs and symptoms of 
Bowen's disease appeared to be particularly 
troublesome to the patients. This is sup- 
ported by the fact that for 23 of the 35 
patients studied the interval from onset to 
removal of the lesion was 5 to 30 years; for 
14 of these, the interval ranged from 10 to 
30 years. 

All 35 


Caucasians; 


this series 
there were 
Negroes, Latin Americans, and Orientals in 
a supplementary group of more than 100 
living patients. No conclusion as to sex dis- 
tribution can be made because the material 
from which the patients were drawn was 
predominantly male. 


patients in were 


however, some 
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Bowen’s disease usually has certain objec- 
tive characteristics, but variations in ap- 
pearance and its similarity to some other 
cutaneous lesions make clinical diagnosis 
difficult. An indication of this is seen in 
the fact that the correct clinical diagnosis 
was made for only 1 of the 35 patients. 

Approximately one-half of the patients 
had other cutaneous premalignant or malig- 
nant lesions, which were either single or 
multiple. Squamous- and_ basal-cell carci- 
noma and senile keratosis were the pre- 
dominant associated lesions. 

Eighty per cent of the patients had either 
a primary cutaneous tumor with metastasis 
Only 
squamous-cell carcinoma and a malignant 
from the skin; in 
two instances the squamous-cell carcinomas 


or had a primary internal cancer. 
melanoma metastasized 


arose in Bowen’s disease. 
internal 


Biologically, the 
cancers were highly aggressive, 
since 22 of 24 patients with primary internal 
cancers had metastatic lesions or generalized 
spread. When all malignant tumors at all 
sites are considered, the cancer-proneness of 
this group more evident. 
Thirty-one (89% ) of the thirty-five patients 
had cutaneous or internat cancers in one or 


becomes even 


more locations. The types and primary sites 
of the cancers involved all three germ layers, 
although epithelial structures of the ecto- 
derm and entoderm predominated. 

3owen’s disease appeared before the de- 
tection of cutaneous premalignant and malig- 
nant lesions in 77% of the patients in whom 
the intervals were known. Further- 
more, it was the first lesion in 93% of the 
28 patients with either primary internal 


time 


cancers or metastasizing cutaneous lesions. 
Time relationships can be established be- 
tween the onset of Bowen’s disease and the 
various types of other cutaneous lesions, 
although some may not be reliable because 
of their small numbers. 
basal-cell and squamous-cell carcinoma ap- 
peared about six years after the onset of 
3owen’s disease; internal cancer and skin 
cancers with metastasis, an average of eight 
and one-half years. The data from Table 5 
and Chart 2 suggest that the reticuloendo- 


Senile keratosis, 
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thelial system is the most susceptible and the 
gastrointestinal tract the 
(The reticuloendothelial system is included 
in “all other sites” in Chart 2.) 

This convincing time relationship between 


most resistant. 


Bowen’s disease and other malignant lesions 
brings up some interesting thoughts. It 
points to the possibility of a common mecha- 
nism for development and perhaps individual 
predisposition toward cancer, Eight (36% ) 
of twenty-two patients with Bowen's disease 
had family histories of relatives who had 
internal cancers. There is a striking simi- 
larity in the natural history of patients with 
Bowen's disease and those who have had 
prolonged contact or treatment with the 
The latent 
period of six to eight years from onset of 
the until and 
internal cancers appear is characteristic of 


inorganic arsenicals. average 


Bowen's lesion cutaneous 
the long latent interval of carcinogenic action 
of arsenic, as reported by Neubauer,*? Som- 
Roth,!® and others. Warburg,*® in 
his masterly thesis on the origin of cancer 
cells, made mention of the mysterious latency 
period and based it on the time in which 
cellular fermentation increases after a dam- 
aging of cellular respiration. He 


“ 


stated, 
... When the respiration of body cells has 
been irreversibly damaged, cancer cells by 
no means immediately result. For cancer 
formation there is necessary not only ir- 
reversible damaging of the respiration but 
There 
are a great many remote causes of cancer: 
tar, rays, arsenic, pressure, urethane; but 


also an increase in the fermentation. 


there is only one common cause into which 
all other causes of cancer merge, the ir- 
It might 
be surmised that whatever the carcinogenic 


reversible injuring of respiration.” 


factor present in association with Bowen’s 
disease, its mode of action may well be 
through irreversible injury to cellular res- 
piration and gradual increase in fermenta- 
tion, reflected first in epithelial structures of 
the skin and later in epithelial and reticulo- 
endothelial organs elsewhere in the body. 
The predominance of involvement of some 
systems over others might be based upon 


the roles of these organs in normal body 
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functions. One fact is established from this 
study—that cancers associated with Bowen’s 
disease may involve practically all body 
systems and germ layers. 

Certainly, whether Bowen's disease is in 
itself carcinogenic or is a cutaneous reaction 
to some carcinogenic agent, it has been 
clearly shown that people with this disease 
appear to be susceptible to cancer. In this 
study, 6 of the 35 patients with Bowen’s 
disease had primary internal cancer which 
was not detected prior to autopsy. Physi- 
cians who remove for which the 
diagnosis of Bowen’s disease is suspected or 
confirmed should be aware of the need for 
careful examination and_ follow-up to 
ascertain whether malignant lesions, either 
cutaneous or internal, are also present. It 
may be that further follow-up of the patients 
with Bowen’s disease who were living at last 
report may disclose that there are exceptions 
to cancer-proneness. There is strong evi- 
dence from our study that the patient with 
Bowen's disease is disposed to develop 
In our series, internal can- 


lesions 


internal cancer. 
cer or metastasis from a cutaneous malignant 
tumor caused the deaths of 28 patients, 21 of 
them within five years after surgical biopsy 
or removal of the first lesion of Bowen’s 
disease. It cannot be said that most of the 
seven patients who died of other causes 
would not have developed internal or 
metastasizing skin cancers eventually, since 
five of the seven died within three years 
after removal of the Bowen’s lesion. 
Evaluation of treatment may not be con- 
sidered complete because of the short fol- 
low-up period, although some conclusions 
can be drawn. The lesions seem fairly 
resistant to x-ray and prone to recur after 
desiccation and curettement. Two lesions 
treated with radium were apparently cured; 
the reason for this, especially since similar 
lesions failed to respond to x-ray, cannot 
be explained. Adequate surgical excision 
seems to be the treatment of choice when- 
ever possible. The necessity for adequate 
removal is indicated by the fact that the 
lesions of Bowen's disease in four patients 
showed invasion as squamous-cell carcinoma 
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and that two developed widespread metas- 
tasis. 


Controls and Comparative Studies 


In Table 6 the per cent of associated 
primary internal cancers in the 35 patients 
with Bowen’s disease was compared succes- 
sively with that in squamous-cell carcinoma 
of the skin, senile keratosis, and exfoliative 
dermatitis. There was no_ instance of 
Bowen’s disease in any of the latter groups. 

The x? tests indicated that the difference 
between Bowen's disease and senile kera- 
tosis in relation to primary internal malig- 
nant lesions was not statistically significant 
at the 5% level of probability. However, 
patients with Bowen’s disease were more 
likely to have primary internal cancer than 
were patients with squamous-cell carcinoma 
of the skin. The odds were 49 to 1 against 
the probability of finding, by random sam- 
pling, values of yx? greater than the value 
found in this series. 

Statistically, the odds are greater than 
1,999 to 1 that in samples such as these, 
primary internal cancers are more likely 
to be associated with Bowen’s disease than 
with exfoliative dermatitis. Three of the 
patients with exfoliative dermatitis and four 
of those with Bowen’s disease had lympho- 
mas. A ,? test with Yates’ correction indi- 
cated no significant difference between the 
two diseases with respect to presence of 
lymphomas. 

Certain important features became appar- 
ent in the study of the comparative and the 
control groups (Tables 6 and 7). We were 
surprised to find that patients who have 
senile keratosis are also prone to have pri- 
mary internal cancer and cannot be statis- 
tically separated from Bowen’s disease 
regarding this association. Even though 
Bowen’s disease and senile keratosis have 
different clinical and histological features, 
they act biologically in the same fashion. 

Cutaneous squamous-cell carcinoma, on 
the contrary, has a significantly lower inci- 
dence of associated primary internal malig- 
nant tumors and of itself may act as the 
aggressive primary carcinoma. As a group, 
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though, people who have squamous-cell 
carcinoma of the skin cannot be statistically 
separated from Bowen's disease in regard to 
biological results, i. e., death either from 
widespread metastases from cutaneous squa- 
mous-cell carcinoma or from an_ internal 
cancer or both. 

The generally accepted view is that a 
high incidence of internal cancer, particu- 
larly the lymphomas, occurs in association 
with exfoliative dermatitis. The incidence 
was surprisingly low in our series. Even 
though lymphoma was the predominant as- 
sociated cancer in our group of patients 
with exfoliative dermatitis, the number of 
cases was not significantly different from 
the number found in association with Bow- 
en’s disease. 

Many observers have classified erythro- 
plasia of Queyrat as Bowen’s disease of the 
glans penis because of the striking micro- 
scopic resemblance to Bowen's disease of 
the skin. The natural history of our patients 
suggests that erythroplasia of Queyrat is 
a different disease from Bowen’s disease of 
the skin. In our material, there is appar- 
ently no association of erythroplasia of 
Queyrat with internal cancer and there is 
an absence of cutaneous lesions of Bowen's 
disease and premalignant and malignant le- 
sions of the skin. 

Our group of patients with arsenical 
keratosis was small, but the indication is 
that the association with internal and cuta- 
neous cancer is certainly no greater than 
with Bowen’s disease. The recent reports 
of others support this impression. The mi- 
croscopic features of arsenical keratosis and 
3owen’s disease of the skin may be practi- 
cally identical. However, in our patients 
with Bowen’s disease, there was no history 


of ingestion of arsenic. 
Of interest was the presence of herpes 
zoster in three patients with Bowen's dis- 


ease and internal cancer. Two of these 
had malignant neoplasms located in the 
genitourinary tract, and some of the patients 
from the comparative study on herpes zoster 
had their internal malignant tumors located 
in the lung, thyroid, pancreas, and_ bone. 
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This might indicate that physicians should 
suspect, to a greater degree, other sites of 
origin of internal cancer in addition to the 
lymphomas and breast carcinoma in older 
debilitated patients with herpes zoster. 

Because of our observations regarding 
senile keratosis, cutaneous squamous-cell 
carcinoma, and erythroplasia of Queyrat, we 
plan to study much larger groups of patients 
with these lesions and report on each in 
detail. 

Finally, «ve wish to alert physicians who 
care for patients with Bowen’s disease of 
the skin to the association of cutaneous and 
internal cancer, particularly in persons in 
the fifth and sixth decades of life. Early 
detection and treatment might well lengthen 
the life expectancy of this apparently can- 
cer-prone group. 


Summary and Conclusions 

The association of Bowen’s disease of 
the skin with internal and cutaneous cancer 
is reported. Thirty-five patients with Bow- 
en’s disease, who either came to autopsy or 
who died after surgical pathological exam- 
ination of internal organs, were studied. 
Anatomically, the lesions were single or 
multiple and occurred on both exposed 
and unexposed areas of the body. Clinically, 
the lesions appeared as lenticular polycyclic, 
erythematous, pigmented, crusty, scaly, kera- 
totic, nodular, and ulcerated plaques; they 
were sharply demarcated from the sur- 
rounding tissue. The clinical diagnosis was 
most frequently some variety of carcinoma. 
The disease involved predominantly the 
older age groups, and in this series the aver- 
age duration from onset to removal was 
7.8 years. The lesions in this group of 35 
occurred only in white patients, but the 
supplementary group included Negro, Ori- 
ental, and Latin American patients. 

Twenty-eight (80%) of the 35 patients 
were observed to have one or more primary 
internal cancers, or a primary cancer of 
the skin with metastasis, at an average of 
8.5 years after onset of Bowen’s disease. 
Twenty-six of these twenty-eight patients 
had metastatic lesions or generalized spread 
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from their primary tumors. Furthermore, 
15 of the group of 35 patients had a total 
of 49 premalignant and malignant cancers 
of the skin that appeared on an average of 
6.2 years later than their Bowen’s disease. 
Cancer-proneness of the entire group is 
even more evident when it is considered that 
31 


cancer in one or more locations. 


(89%) of the patients had primary 
All three 
germ layers were involved, and the sites, in 
order of frequency, were the respiratory 
system, gastrointestinal tract, genitourinary 
organs, reticuloendothelial system, skin, 
breast, and endocrine system (Table 5). 
Three of the group with internal malignant 
tumors also had herpes zoster during their 
terminal illness. 

Excision of the Bowen lesion was the 
treatment of choice, for the process tended 
to recur or not to respond to x-ray therapy, 
desiccation, and curettement. Two lesions 
were apparently cured with radium. 

The average follow-up period for the 35 
patients from the time Bowen’s disease was 
first diagnosed until death was 3.4 years. 
Thus, there was a poor prognosis once 
internal or metastasizing cutaneous cancer 
occurred. The short follow-up period in 
many of our patients was due to death from 
internal cancer. Hereditary or some other 
common predisposition to the development 
of cancer was suggested by the occurrence 
of internal cancer in one or more members 
in 8 (36%) of 22 families. Arsenic could 
not be implicated as an etiological agent in 
Bowen's disease. 

In 4 of the 35 patients, the Bowen's 
lesions invaded the corium as squamous-cell 
carcinoma; in 2 of the 4 there was metas- 
tasis to internal organs. The microscopic 
picture in Bowen’s disease resembles the 
changes in arsenical keratosis and erythro- 
plasia of Queyrat. Patients with Bowen's 
disease were statistically similar to those 
with senile keratosis in regard to the prev- 
alence of associated primary internal cancer. 
In contrast, patients with primary cutaneous 
squamous-cell carcinoma had a much lower 
incidence of internal cancer than did those 
who had Bowen’s disease. Primary internal 
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cancer was much less frequent in patients 
with exfoliative dermatitis than with Bow- 
en’s disease, but the prevalence of lympho- 
mas was approximately equal in the two 
groups. 

The association of Bowen’s disease of the 
skin with internal and cutaneous cancer may 
well represent a cutaneous manifestation of 
a systemic carcinogenic disease process. 

Armed Forces Institute of Pathology, 6825 16th 
St. N. W. 
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Epidermal Changes Associated with Sclerosing 
Hemangiomas 


HILLARD J. HALPRYN, M.D., and ARTHUR C. ALLEN, M.D., Miami, Fla. 


As a rule, dermal neoplasms are associ- 
ated either with no alteration of the over- 
lying epidermis or with simple atrophy, 
the latter as if by pressure from the dermal 
mass. However, there are several dermal 
tumors which characteristically and con- 
trarywise provoke epithelial activity. The 
most familiar of the so-called 
granular-cell myoblastoma, which is usually 
characterized by an associated pseudoepi- 
theliomatous hyperplasia, so striking as to 
be mistaken occasionally for a squamous- 
cell carcinoma. The pathogenesis of this 
reaction has so far eluded clarification. 


these is 


Not generally appreciated is the fact that 
the sclerosing hemangioma (dermatofibro- 
ma lenticulare, histiocytoma, nodular sub- 
epidermal fibrosis) is also frequently 
overlaid by evidence of epidermal activity 
which takes a variety of morphologic forms, 
including neoplasia. 

Because of the dearth of 
concerning both the existence and nature 
of the phenomenon embodying the concom- 
itance of epidermal and dermal lesions, the 
following systematic study was undertaken. 


information 


Methods and Materials 


All lesions diagnosed pathologically as derma- 
tofibroma, histiocytoma, nodular subepidermal fi- 
brosis or sclerosing hemangioma in the three-year 
period from March, 1955, to March, 1958, were 
reexamined with particular attention given to any 
epidermal changes overlying the tumor. A total of 
130 lesions from 116 patients were examined. How- 
ever, it was found, on reviewing the slides, that 
16 lesions (from 14 patients) were scars or other 
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fibrous tumors that did not fit into any of the 
above diagnostic categories. These were, therefore, 
eliminated from the total series. Of the remaining 
114 lesions (from 102 patients), 77 were from 
women and 37 from men. 

The age of the patients ranged from 17 to 72 
years, with approximately 85% of the cases in- 
cluded in the 41- to 60-year-old age group; 58% 
of all lesions occurred on the lower extremities; 
14%, on the upper extermities; 10%, on the chest; 
8%, on the back; and 2%, on the face. This is 
in general agreement with the usually stated dis- 
tribution of these lesions. 

The indication for biopsy was not specified in 
most cases, and preoperative clinical diagnoses 
were available in only 50 (44%) of the 114 lesions 
reviewed. In cases designations such as 
“lesion,” “growth,” “nevus,” or “cyst” were used. 
In no instance did the submitting physician use 
the term “dermatofibroma” or one of its syno- 
nyms; and in no case was any notation made about 


most 


” 66 


surface changes above the lesion. 


Results 


Some degree of acanthosis was found in 
80 (70%) of the lesions examined, while 
in 6 cases (5%) there was mild atrophy 
of the epidermis overlying the lesions. 
Aside from these minor changes, significant 
epidermal changes were found in 29 (25% ) 
of the 114 specimens reviewed. It is of 
interest to note that in only one instance, 
that of a basal-cell carcinoma, did the pa- 
thologist who wrote the original report 
mention any of the abnormal surface 
changes. 

The significant changes noted were of 
three general types. 

1. Basal-Cell Carcinoma.—Basal-cell car- 
cinomas were found in nine cases (or 8% 
of all lesions examined). Two of these were 
of the intraepidermal type; the others 
showed more advanced growth (Figs. 1-5). 


2. Seborrheic Keratosis.—Several vari- 


— 
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SCLEROSING HEMANGIOMAS 


Fig. 1—Acanthosis and 
intra-epidermal basal-cell 
epithelioma overlying a 
sclerosing hemangioma; 


108. 


eties of seborrheic keratosis were seen in 
13 cases (or 11% of all lesions studied) 
(Fig. 6). 

3. Keratoacanthosis.—I|n seven cases (or 
6% of all lesions examined) a combination 
of hyperkeratosis, acanthosis, papillo- 
matosis produced a microscopic picture of 
a keratoacanthotic lesion very similar to the 
so-called hard nevus of Unna. This change 


Fig.2.—A canthosis with 
intra-epidermal basal-cell 
carcinoma overlying a 
sclerosing 


x 80. 


hemangioma ; 
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we have designated keratoacanthosis (igs. 
7 and 8). 

The relationship between the age of the 
patients and the type of abnormal epidermal 
change is shown in Table 1. 

From this we see that although 77 
of the basal-cell carcinomas occurred in the 
41- to 60-year age group, the younger age 
group (17 to 40 years) accounted for 71% 
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Fig. 3—High power of 
field from Figure 2, illus- 
trating the neoplastic nests 


of basal cells; 240. 


Fig. 4.—Intra-epidermal 
basal-cell epithelioma 
overlying sclerosing 
hemangioma ; > 


| 
1. 


of the keratoacanthotic lesions and 7% of 
the seborrheic keratoses. Thus, the younger 
age groups, while constituting only 15% 
of the total series, showed a disproportion- 
ately high incidence of seborrheic keratoses 
and _ keratoacanthosis. 

The relationship between the type of sur- 
face abnormality, the location of the tumor, 
and the sex of the patient was also studied 
(Table 2). 


Fig. 6—Seborrheic ker- 
atosis overlying a scleros- 
ing hemangioma, &0. 


Halpryn—Allen 


Fig. 5.—Infiltrating 
basal-cell epithelioma 
overlying a_ sclerosing 
hemangioma. 


Analysis of this material, adjusted for 
the preponderance of females in the over-all 
series, showed that seborrheic keratosis and 
keratoacanthosis occurred with equal fre- 


quency in males and females. However, in 
the case of basal-cell carcinoma, eight of 
the nine lesions were in females, on the leg. 


The that these epidermal 


changes might be a response to the stimula- 
from a mass below the surface was 


possibility 


tion 


77/163 


‘ 
SCLEROSING HEMANGIOMAS 


investigated by examining a series of  be- 


nign cysts, scars, keloids, and other fibrous 


tumors to see if the presence of any tumor 
would epidermal 
changes. No changes 


mass induce — similar 
similar epidermal 
were found in any such lesions reviewed. 
The distance of the tumor from the epi- 
if the 
epidermal changes could be the result of 
Here again no rela- 


dermis was also measured to see 


a trophic disturbance. 
tionship was found between the depth of 
the tumor and the presence of significant 
overlying epidermal changes. 


Fig. 8.—Pseudoepitheli- 
omatous hyperplasia 
overlying sclerosing 
hemangioma; 400. 


3 


acanthosis 
with a 
hemangioma ; 


7.—Simple 
in association 
sclerosing 


80. 


The relationship between the duration of 
the tumor and the presence of the surface 
change could not be studied because of 
inadequate data. 


Comment 

The limitations of a study such as this 
are obvious. The lesions studied were those 
submitted to a large hospital pathology 
laboratory. None of these lesions was sub- 
mitted by a dermatologist or by the derma- 
It is reasonable to assume 
this kind are not 


tology service. 


that most lesions of 
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TABLE 1.—Relationship Between Age of Patients 
and Type of Epidermal Change 


Basal-Cell 
Carcinoma 


Seborrheic 
Keratosis 


Kerato- 


Age Group acanthosis 


From the available data we do 
not know why these particular lesions were 
selected for biopsy. Probably many of 
them were removed for cosmetic reasons, 
or because they were causing irritation or 
itching. However, we must not lose sight 
of the fact that the series might be weighted 
by having these particular lesions removed 


biopsied. 


because of a suspicious surface change. 
All we can say is that if this were the case, 
no mention of this was ever made by the 
submitting surgeon. 

The presence of hyperkeratotic and acan- 
thotic changes in the epidermis overlying 
these tumors is noted in of the 
standard textbooks of dermatology and 
dermatohistopathology. 
one such text is the concomitant presence 
of sclerosing hemangiomas with  basal-cell 


many 


However, in only 


carcinomas and seborrheic keratoses men- 
tioned.! 

The only relevant previous report was 
that of Biberstein, in 1933,? who described 
a group of fibromas with atypical epithelial 
proliferations found only on the extremities 
The proliferations resembled 
and 


in| women. 


intraepidermal basal-cell_ carcinoma 


were characterized by having a distinct gap 
below the epidermal off-shoots. In our 
series all the basal-cell carcinomas occurred 
over lesions on the lower extremities in 
women, with the exception of one which 
occurred in a male. This latter lesion was 
on the abdomen. Although only two of our 
basal-cell carcinomas resembled the type of 
lesion depicted by Biberstein, it is possible 
that the differences are only in the stage of 
development. 


Summary 


One hundred fourteen lesions diagnosed 
as dermatofibroma, histiocytoma, nodular 
subepidermal fibrosis, sclerosing he- 
mangioma by a large hospital laboratory 
were restudied, looking for changes in the 
epidermis overlying the tumor. 

Twenty-five per cent of these lesions had 
significant epidermal changes. Keratoacan- 
thotic lesions similar in histology to the 
hard were found in six 
per cent of Seborrheic 
were found in 11% of cases and basal cell 
carcinomas were found in 8% of cases. 


nevus of Unna 


cases. keratoses 


All of the basal-cell carcinomas overlay 
lesions of the lower extremities of women. 
The keratoacanthotic lesions and the sebor- 
rheic keratoses occurred most commonly in 
patients in a younger age group (under 40). 

No correlation could be made between 
the distance of the lesion from the surface 
and the abnormal epidermal changes. 


Similar epidermal changes were not found 


TABLE 2.—Relationship Between Type of Surface Abnormality, Location of Tumor, 


and Sex of Patient 


Total 
Abnormal 
Epidermal 

Changes 


Total 
Lesions 
at This 


Upper extremity 17 
Lower extremity iti 
Chest 11 
Abdomen 9 
Back 9 


Basal-Cell Carcinoma 
at This —— 
Site Site F 


Keratoacanthosis Seborrheic Keratosis 


— — 


M 
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in a series of other fibrous tumors and 
benign cysts. 


Conclusions 
Significant epidermal changes were found 
in association with sclerosing hemangioma 
(dermatofibroma) in 25% of cases. 
Such changes are not apt to be seen or 
noted by the pathologist unless specifically 
looked for. 
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A causal relationship between the dermal 
and epidermal changes was suspected but 
no one factor could be incriminated. 


University of Miami School of Medicine, Jack- 
son Memorial Hospital (36). 
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JOHN B. WATSON, M.D., Hollywood, Calif. 


A comedo, or blackhead, may be defined 
as a plug of sebaceous material found in a 
duct of a sebaceous gland. It is most com- 
monly seen as the elementary lesion of 
acne vulgaris, but it may also be present 
in linear nevi, postradiation atrophy, hid- 
radenitis suppurativa, and tar acne.’? 

A single comedo may have more than 
one opening on the skin. The term “double 
comedo” (Ormsby, as quoted by Ormsby 
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Fig. 1—Schematic drawings of various come- 
donal situations. (a) Monoporous comedo. (b) 
Diporous comedo (“double comedo’). (c) Tri- 
porous comedo. (d) Polyporous comedo. (e) 
Grouped comedones (monoporous). (f) Acne scar 
formed from a triporous comedo. The epithelial 
bridges have been destroyed, causing the three 
pores to coalesce and to form one large pitted 
scar. (g) Giant comedo, formed from a polyporous 
comedo. 


Monoporous and Polyporous Acne 


and Montgomery*) was used to describe 
a comedo having two openings which were 
connected beneath the skin (Fig. 1b). No 
name was given to the comedo which had 
more than two openings on the skin. 

The term “grouped comedones” (Fig. le) 
is used to describe a patch of numerous 
blackheads, each of which has a single 
opening on the skin (Thin, as quoted by 
Ormsby and Montgomery). 

A giant comedo (Fig. 1g) describes any 
huge blackhead which has one or more 
openings on the skin and which contains an 
unusually large mass of sebaceous material. 

In order to describe how many openings 
any single comedo may have, the adjectives 
“monoporous” (one opening), “diporous”’ 
(two openings), “triporous” (three open- 
ings), and “polyporous” (many openings ) 
are proposed. The “porous” suffix is derived 
from the Greek word “poros,”’ meaning pore 
or passage. The prefixes are accordingly 
derived from Greek also. 
comedo is to be dis- 
tinguished mainly from a polyporous com- 
edo. The former is a comedo with only 
one opening on the skin (Tig. la). The 
latter includes any comedo with more than 
one opening on the skin (Fig. 1b, c, d, and q). 


monoporous 


A practical test for determining the pres- 
ence of a diporous comedo is to pass a small 
hypodermic needle through two adjacent 
connecting openings. Figure 2 shows two 
needles in a triporous comedo. Simple in- 
spection, without probing, is usually suf- 
ficient to detect the presence of polyporous 
comedones. 

Monoporous comedones are often un- 


accompanied by polyporous comedones. 
When polyporous comedones are present, 
monoporous comedones are usually present 


too. 
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Fig. 2——Triporous comedo on the nuchal area, 
with two hypodermic needles piercing its three 
orifices. 

In designating the correct) morphologic 
diagnosis for a particular acne patient, the 
terms monoporous or polyporous could be 
combined with other morphological adjec- 
tives, such as pustular, excoriated, papular, 
seborrheic, cystic, and keloidal. I¢xamples 
might be seborrheic monoporous acne, cystic 
polyporous acne, excoriated papular mono- 
porous acne, and pustular cystic polyporous 
acne, Such diagnostic labels would help to 
explain the condition of each acne patient to 
both layman and physician. The indefinite 
diagnosis of acne vulgaris (common acne ) 
fails to intimate the severity, course, treat- 
ment, or sequelae of the disease. 

These proposed morphologic terms are 
of importance mainly in determining the 
prognosis and treatment of acne. When only 
monoporous comedones are present in acne, 
the disease is usually mild, superficial, short 
in duration, nonscarring, and responsive to 
treatment. If polyporous comedones are 
also present, the acne is usually severe, deep, 
chronic, recurrent, familial, scarring, and 
often resistant to treatment (Table). 
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The pathogenesis of acne scarring in- 
cludes the pyogenic infection of the poly- 
porous comedo, with subsequent inflam- 
matory destruction of the epithelial bridges 
separating the two or more comedonal 
orifices (Fig. 1f). This inflammatory mar- 
supialization allows a natural debridement 
of the comedo. The end-result is pitted 
scarring, also described as crateriform or 
ice-pick scars. These scars have typical 
shapes, depending upon how many pores the 
comedo had as well as the extent to which 
the epithelial bridges are destroyed ( l’igs. 
3 and 4). 

The simplest treatment of all comedones, 
regardless of type, is gentle expression with 
a comedo extractor. When the comedonal 
contents are small, as in the average mono- 
porous comedo of mild monoporous acne, 
the need for mechanical removal is not as 
important as when the comedonal contents 
are large, as in polyporous comedones of 
All cemedonal 


severe polyporous acne. 


Comparison of Monoporous Acne and Polyporous 
Acne 


Monoporous Acne Polyporous Acne 
Essential morph- 
ology Both single- & mul- 

tiple-opening 
comedones (Fig. 1) 


Single opening 
comedones only 
(Fig. 1 a) 

Additional morph- 
ology Papules, pustules, 
abscesses, cysts, 
acne scarring, 
giant comedones 
(Fig. 19) 


May be none; few 
papules & pus- 
tules are common 


Location in 


dermis Superficial Superficial & deep 
Familial history Occasionally Usually 
Severity Usually mild Usually severe 
Duration of 

disease Months Years 


Complications 


Spontaneous 
remission 
Response to 


treatment 


Sequelae 


Need for derma- 
brasion 


Usually none; may 
become pustular 


Usually early, in 
the teens 


Usually good re- 
sults with mini- 
mal therapy 

None 


None 


Pustules, abscesses, 
cellulitis, pyoder- 
mas 


Usually late; in the 
or beyond 


Usually poor results 
with maximal 
therapy 

Acne scarring, seba- 
ceous cysts, keloids, 
Steatocystoma 
multiplex 


Occasionally 
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MONOPOROUS AND POLYPOROUS ACNE 


cavities tend to shrink temporarily after 
the comedo is removed. Even though the 
cavity usually refills with another comedo, 
the subsequent comedones are often smaller 
than the preceding ones. 

It may be that the potential cavities of 
polyporous comedones disappear. 
However, they may shrink to such a small 
size as to be clinically insignificant. It 
would be logical to assume that treatments 
which would shrink the comedonal cavities 
should cure the acne without subsequent scar 
formation. 


never 


Nature’s remedy for shrinking comedonal 
spaces is the aging process. As acne pa- 
tients grow out of their teens and 20s, 
the number of comedones naturally de- 
creases. 

The most effective known artificial agent 
for shrinking comedonal spaces is an ade- 


quate course of x-ray therapy early in the 


course of the disease, before acne scarring 
has occurred. Radiation atrophy of many 


Fig. 3.—Severe pitted scarring in polyporous 
acne. Three obvious polyporous comedones are 
encircled. 


Watson 


Fig. 4—Closer view of the same patient with 
polyporous acne. Crateriform scars and polyporous 
comedones are demonstrated. 


comedonal spaces occurs before obvious 
clinical atrophy of the rest of the skin is 
seen. A small amount of x-ray therapy, 
e. g., one dose of 75 r, may improve acne 
temporarily by its beneficial effect on in- 
Hammation. However, a large amount of 
x-ray therapy, e. g., 9 to 12 or more weekly 
doses of 75 r each, is necessary to shrink 
comedonal spaces. 

Treatment of comedones 


should not be that of incising the epithelial 


poly] OTOUS 


bridges between the pores, since a crateri- 
form results. On where the 
cosmetic result may not be important, such 
as the buttocks of men, surgical marsupiali- 


scar areas 


zation of the polyporous comedo could be 


done. Marsupialization eliminates _poly- 
porous comedones, but on exposed areas 
the resultant scarring is more objectionable 
than the disease. 

In relation to comedones, 
method of 


Its advantage over scalpel 


polyporous 


dermabrasion is another mar- 
supialization. 


marsupialization is its leveling action on 
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the noticeable edges of the comedonal crater. 
Superficial dermabrasion in an area of poly- 
porous comedones may result in unroofing 
comedonal cavities and thus cause new 
crateriform scars. The remedy for this oc- 
currence could be further dermabrasion, un- 
less the comedonal cavities extended too 
deeply in the dermis to be safely treated 
with this modality. 


Summary 


The diagnostic phrases of monoporous 
acne and polyporous acne are suggested. 
Monoporous acne has blackheads which have 
only one opening on the skin. Polyporous 
acne has blackheads with two or more 
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openings on the skin as well as monoporous 
blackheads. 

The use of these contrasting diagnoses 
will aid in the prognosis and treatment of 
acne patients. 

6253 Hollywood Blvd. (28). 
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SAMUEL M. BLUEFARB, M.D., Chicago 


I should like to discuss a somewhat dif- 
ferent phase of the history of dermatology, 
namely, philatelic dermatology. Although I 
am aware that history is of interest only to 
those who have reached the “metal” age 
(i. e., gold in the teeth, silver in the hair, 
and lead in the pants), it is considered to be 
a fascinating avocation for physicians who 
have reached senility, an interesting “side 
line” for antiquarians, and a hobby for the 
sentimentalist. As you know, a sentimental- 
ist is an overly emotional person to whom 
tears come easily. This increase of fluid 
is not limited to the eyes, however, since 
other organs, such as the bladder, may be 
similarily affected. Therefore, I will be most 
understanding if any sentimentalists find it 
necessary to leave the room. Because I have 
not quite reached this “metal” or the “senti- 
mental” stage, my interest in the history 
of dermatology has only been stimulated by 
a philatelic avocation. 

In many countries there is an awareness 
that many physicians, research scientists, 
medical discoveries, and medical institutions 
are equally as important as their elected 
leaders, dictators, or political accomplish- 
ments. This fact has led to an increasing 
interest in philately as a means of recogniz- 
ing and honoring the citizens or institutions 
contributing to the advancement of medicine. 


I am sure any philatelist will agree that 
a study of “medical” stamps will prove that 
the history of medicine is a most interesting 
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The History of Dermatology as Depicted on Postage 


avocation and also that we all eventually 
hope to be “amateur historians.” 


Philately 


Early History.—The first document per- 
taining to the history of medicine is the 
Egyptian “Papyrus Ebers,” which was re- 
corded only 4,000 years ago. The most 
ancient medical figure portrayed on a post- 
age stamp is “Thoth the Wise,” the “ibis- 
headed moon god,” whose name means 
“logos,” or “the word.” He was reputed to 
be the author of the Ebers Papyrus and was 
the god of healing who considered the ibis 
and cynocephalic baboon to be sacred. In 
1925 three postage stamps were issued in 
Egypt to commemorate the Geographical 
Congress. Of these, one showing Thoth 
carving the name of King Fuad is illustrated 
(No. 106) (Fig. 1). Primitive man believed 
that disease was due to “evil spirits,” and 
the first physicians were medicine men or 
magicians who endeavored to expel the 
demons of diseases by incantations, charms, 
or magical rites. 

A stamp (No. 155) issued by the Belgian 
Congo in 1931 shows a medicine man or 
witch doctor. A recent stamp, issued by 
Papua and New Guinea, also depicts a 
medicine man (No. 139). 


The practice of tattooing is undoubtedly 
of very ancient prehistoric origin. The most 
extensive tattooing was done by the Laos of 
Indochina, who covered large areas of the 
body with fantastic figures of animals. The 
Maori’s of New Zealand concentrated on 
tattooing the face (No. 167). The Chinese 
stamp (No. 1164) shows the mother of 
Marshall Yueh Fei (1103-1141) tattooing 
four Chinese characters on his back, while 
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Figure 1 


he patiently kneels. The characters “Ching 
Ching Pao Kno,” mean “Supreme Loyalty 
to the State.” She did this as a parting re- 
minder to the young warrior before he 
fought and repulsed the invading Tartars, 
800 years ago. 

Imhotep, Vizier of Pharoh, was an his- 
toric figure who lived about 2900 B.C. He 
is credited with numerous accomplishments 
in diverse fields; among them, a successful 
physician who was one of the first medical 
men whose name was recorded. He sub- 
sequently became a god of medicine, identical 
in stature with the Greek physician-god 
Esculapius. This Egyptian postage stamp 
(No. 153) shows a reproduction of a mural 
in the Imhotep temple at Philae. It shows 
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him as a full deity, invested with the em- 
blems of his position: the ankh (sign of 
life) in his left hand and the scepter of 
power in his right hand. 

The next advance in medicine took place 
in Greece. Here it was also begun with 
magic and superstition. A%sculapius, son 
of the great physician Apollo, became so 
adept at healing that he interfered with the 
population of Hades. Aésculapius is us- 
ually depicted as an aged man with a beard, 
and, for centuries, he has been accepted by 
the medical profession as its titular head. 
Spain issued a postage stamp (RA-25) 
depicting A<sculapius. 

Hippocrates (460-370 B.C.), known as 
the “Father of Medicine,” was an Aesclepiad 


Vol. 80, Aug., 1959 


EGYPT 106 
| 
j 


HISTORY OF DERMATOLOGY—STAMPS 


of the temple at Cos, one of the Dodecanese 
Islands. His statue is shown on a Greek 
postage stamp (No. 514). Medicine is in- 
debted to Hippocrates for many things— 
particularly, for his initiation of clinical 
examination and observation. These pro- 
cedures are perhaps of greater importance 
in dermatology than in any other field of 
medicine because, in many cases, the identi- 
fication and cause of a disease is dependent 
upon observation and deduction. The 
“Hippocratic Collection,” a group of volumes 
printed in Alexandria about 100 years after 
the death of Hippocrates, contributed much 
to the history of dermatology, since it 
focused great attention on diseases of the 
skin. 

The Greek philosopher and_ physician, 
(384-322 B.C.), 


metaphysics, natural science, ethics, politics, 


Aristotle wrote on 
rhetoric, and poetry. He also introduced the 
practice of dissection, the use of anatomical 
drawings, and the study of anatomy and 
embryology (Greece, No. RA 91). 

The Arabian physicians also made many 
contributions to dermatology, particularly in 
their accounts of leprosy and elephantiasis. 
Diseases of the scalp were carefully de- 
scribed by Avicenna (A.D. 980-1037). He 
remained an “authority” on diseases of the 
skin throughout the Middle Ages and de- 
scribed anthrax (Persian fire), carbuncles, 
and rubella, or German measles, as well as 
icthyosis, favus, impetigo, pediculi and their 
ova, warts, pigmentation of the skin and 
nails, and scar formation (Iran, No. B32). 

Maimonides (A.D. 1135-1205), a Jewish 
rabbi and physician, was born in Spain. 
He wrote extensively on hygiene, law, 
philosophy, and medicine and was the first 
to attempt to systematize and index the vast 
accumulation of material pertaining to 
Jewish laws. His best-known contribution 
to medicine consists of his work on sexual 
hygiene. He was honored by Israel on a 
postage stamp issued in 1953 to com- 
memorate the Seventh International Con- 
gress for the History of Science (No. 74). 
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The revival of learning, fall of Constanti- 
nople, invention of printing, epic geographic 
discoveries beginning with Columbus, 
studies in astronomy and_ physics by 
Copernicus (Poland, No. NB 23) and 
Galileo (Italy No. 421), and the works of 
Leonardo, Vesalius, l’'racastro, Santorio, and 
numerous other lesser geniuses, indicated 
that the interest in biologic science was not 
surpassed by other advances. 

Much of this interest can be allocated to 
dermatology, since cutaneous diseases have 
constituted one of the major interests in 
medicine from the beginnings of recorded 
history. 

Two outstanding contributors to medicine 
at this time were Andreas Vesalius (1514- 
1564) and Ambroise Pare (1510-1590). 
Vesalius is considered to have been one of 
the outstanding anatomists of all time and 
through his studies established a basis of 
present-day anatomy. His illustrous volume, 
“De Humanis Corporis Fabrica,’ was writ- 
ten before he was 30 years of age ( Belgium, 
No. B320). Pare, the leading surgeon of 
his generation, described scabies as, “The 
mites are little animals, always hidden under 


the skin, there they crawl and gnaw the 
skin, little by little, exciting a disagreeable 
itching. They can be extracted with pins or 
needles.” 


Van Helmont relinquished his study of 
philosophy to devote himself to medicine and 
study the works of Galen. However, one 
day he accidentally “picked up” the glove of 
a woman who had scabies, and he contracted 
the condition. He then treated himself 
according to the instructions of Galen, who 
believed the condition was due to a “com- 
bustion of the bile,” and “a saline state of 
the phlegm.” Therapy apparently consisted 
of drastic purgation. Van Helmont followed 
these instructions dutifully and became ex- 
tremely “weakened,” but the condition of 
his skin did not improve. He became 
disillusioned with the so-called “healing-art,” 
and “regretted that he sacrificed both time 
and station in descending to it, gave his 
library to students, and affected sorrow 
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afterwards that he had not burnt it, so 
angry was he with physic” (Meryon). He 
eventually “cured” his “itch” with remedies 
prescribed by Paracelsus, for whom he then 
became enthusiastic and determined to fol- 
low in his “footsteps” and to dedicate his 
life to the reform of medicine (Belgium, 
No. B322). 

Leprosy (Fig. 2).—The recognition of 
leprosy resulted in two advances in medicine. 
First, the establishment of hospitals and 
advancement of nursing, and, second, a new 
emphasis on the objective study of disease 
(particularly diseases of the skin), such as 
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that which occurred for syphilis 500 years 
later. 

In Brazil, the first hospital for patients 
having leprosy was founded by a missionary, 
José Anchieta (1534-1579). A leprosarium 
of 500 beds had been organized by Gregor 
von Tours (A.D. 538-594), known as St. 
Gregory of Tours, who studied medicine 
when he was a “young” man and who wrote 
on subjects pertaining to medicine. 

The lepra bacillus was discovered by 
Armauer Hansen (1841-1902) in 1872. 
His recommendation that patients with 
leprosy be isolated has tended to reduce the 
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incidence of the disease. His portrait ap- 
pears on the Cuban postage stamp (No. 
414) which was issued in 1948 to com- 
memorate the International Leprosy Con- 
gress in Havana. Other physicians who have 
contributed to the knowledge of leprosy in- 
clude Victor Babes (1854-1926), who in 
1898 did bacterial investigations of the 
lepra bacilli and studies concerning the 
histology of the disease. He also wrote 
the section on leprosy for Nothnagel’s 
“Handbuch” in 1901 (Romania, No. B355). 
Rudolph Virchow (1821-1902) contributed 
to research on leprosy and wrote five 
articles on the history of the 
(Germany, No. 9N89). In 1913 Albert 
Schweitzer (1875- ) founded a leper colony 
and hospital at Gabon (Monaco, No. 236). 

Belgium and Brazil have honored Father 
Damien, a Belgian missionary, who devoted 
his life to the cause of leprosy. He served 
many years at the leper colony on Molokai 
Island, Hawaii, and he died from the disease 
(Belgium, No. B417, B419, and Brazil, No. 
RA2). 

On May 12, 1957, France honored the 
Knights of Malta for their work in French 
Equatorial Africa with patients having 
leprosy. The leper colony is pictured on a 
French postage stamp (No. 797). French 
Equatorial Africa issued a postage stamp 
(No. 194) showing the Leprosarium at 
Mayumba, and French West Africa issued 
one (No. 74) depicting a mobile leprosy 
clinic. 

In 1938, a series of stamps were issued 
by Egypt to commemorate the International 
Congress of Leprosy. This shows the 
hydnocarpus plant, the source of chaul- 
moogra oil. 

The one-pence stamp, issued by the Tonga 
Island in 1897, the breadfruit 
Artocarpus. The natives applied the roots 
of this tree externally for the treatment of 
leprosy. 


shows 


Other countries have also used the “sur- 
tax” form of postage in their fight against 
leprosy. These include stamps from Dutch 
New Guinea (B7), which shows a lepro- 
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disease 


sarium, and from Italian Somaliland (No. 
195) and Suriname (No. B47). 

Dermatology (Fig. 3).—During the years 
1500 to 1750 the knowledge of dermatology 
progressed rapidly, as a result of studies by 
such investigators as Paracelsus, Fernal, 
Falloppio, Pare, and others. 

That France became preeminent in 
dermatology was due, in part, to the fact that 
the Hopital St. Louis (France, No. B285), 
in Paris, became a dermatologic institution, 
thereby furnishing a center for the study of 
cutaneous diseases. 

Dermatology had been considered to be a 
part of general medicine from early antiquity 
to comparatively recent times, but during the 
past one and one-half centuries its study and 
literature have been the work of specialists. 
Therefore, the history of dermatology can 
be separated from that of internal medicine 
only since the end of the 18th century. 

During the latter one-half of the 18th 
century an effort was made to organize and 
classify cutaneous diseases and to introduce 
a more rational nomenclature. This attempt 
was undoubtedly fostered by the work of 
Linneaus, who provided a basis for the 
classification of plants. 

Botany was the prime interest of Carl 
von Linne (1707-1778), who classified 
plants according to the character of the 
stamens and pistils. This classification be- 
came known as the “sexual system’ and 
exerted an influence on science. He also 
classified the mites (Sweden, No. 294). 

Von Liebig (1803-1873), a chemist, made 
an important contribution to the physiology 
of human beings with his classification of 
the basic foods contained in carbohydrates, 
fats, and proteins (Germany, No. 695). 


The French physiologist Claude Bernard 
(1813-1878) was considered to be one of 
the first endocrinologists. He demonstrated 
the function of the pancreas and the effects 
of pancreatic juice. The foundation of our 
present knowledge of diabetes is believed to 


have been the result of his work on 
glycogenic function. He was also the first 
to demonstrate the nervous control of the 
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which included the 


circulatory 
presence of vasoconstrictors and vasodilators 
(France, No. 89). 

Although he was not a physician, the work 
of Gregor Mendel (1822-1884) influenced 
the course of medicine. His investigations 
on “inbreeding” began with peas and beans, 


system, 


and he traced the fundamental laws of 
heredity to many psychic and physical dis- 
eases. This stamp is inscribed “Happy 
Children, Happy Future” No. 
238). 

Herman Boerhaave (1668-1738) was the 
first physician to be honored on a postage 
stamp for his accomplishments in medicine. 
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This stamp was issued in 1928 (Nether- 
lands, No. B34). Previously, in 1899, two 
physicians, Espejo (Ecuador, No. 141) and 
Leguerica (ecuador, No. 140), had been 
similarly honored, but for their political ac- 
complishments rather than for any contribu- 
tion to medicine. In 1897, New South Wales, 
in commemoration of the Diamond Jubilee 
of Queen Victoria, issued a set of two 
stamps (No. Bl, B2). These were the first 
“semipostal” issued by any country and were 
the forerunners of many thousands of 
similar ones. The difference between the 
revenue from these stamps and their postal 
value was donated to a “Home of Con- 
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sumptives.” Boerhaave is also reputed to 
have laid the foundation for our modern 
medical clinics, since prior to the 17th 
century there was no clinical instruction and 
all universities conferred a medical degree 
on the basis of an oral dissertation. In 1701, 
he instituted clinical or “bedside” instruc- 
tion, and he was also the first to use the 
fever thermometer. His pupils included von 
Swieten and von Haller (Switzerland, No. 
B72). Von Swieten (1700-1772), a Dutch 
physician and scholar, was called to Vienna 
by Maria Theresa. There he furthered the 
old Vienna School of Medicine, which was 
patterned after the medical faculty at Ley- 
den (Austria, No. B156). 

In 1937, Austria honored nine eminent 
physicians of the old Vienna school by is- 
suing postage stamps havine their portraits : 

1. Conrad von Swieten, founder of the old 
Vienna School of Medicine (No B156) 

2. Leopold Auenbrugger, first to use percussion 
as a procedure in diagnosis (No. B157) 

3. Karl von Rokitansky, performed more than 
30,000 autopsy examinations and contributed a 
voluminous amount of pertaining to 
pathology (No. B138) 

4. Joseph Skoda, whose name is given to the 
rales present in pneumonia (No. B159) 


material 


5. Ferdinand von Hebra, founder of the school 
of dermatology (No. B160) 

6. Carl Ferdinand von Arlt, whose treatises were 
a great aid in establishing ophthalmology as an 
independent speciality (No. B161) 

7. Joseph Hrytl, the first eminent teacher of 
topographic and regional anatomy (No. B162) 

8. Theodor  Billroth, who modern 
visceral surgery (No. B163) 

9. Theodore Meynert, an eminent neurologist 
and psychiatrist, who did extensive investigations 
on the anatomy and physiology of the brain 


(No. B164) 

One of the outstanding accomplishments 
of the Vienna School was the furtherence of 
medical specialties, such as dermatology and 
syphilology. During this period patients with 


initiated 


cutaneous diseases were supervised by the 
department of chest diseases, of which Skoda 


was “chief.” Those having dermatologic 
conditions were confined to an annex called 
the “Scabies Station,” since all chronic dis- 
eases of the skin were then classified as 
scabies, regardless of the symptoms. No 
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consideration was given to the nature or 
severity of their condition, and those having 
syphilis or mental diseases were also in- 
cluded. Von Hebra assumed charge of the 
cutaneous diseases, and, in 1845, this de- 
partment was separated from that of 
diseases of the chest, thus initiating derma- 
tology as a separate branch of medicine. 
Owing to his efforts, von Hebra is con- 
sidered to be the founder of modern derma- 
tology. 

The relationship between contamination 
from the hands and puerperal infection was 
demonstrated by Ignaz Semmelweis (1818- 
1865) when he required that all attendants 
at the clinic wash their hands in a solution 
of calcium chloride. The institution of this 
procedure resulted in an impressive decline 
in the mortality rate. These findings were 
published by von Hebra, editor of the 
leading Vienna Medical Society Journal, in 
1847, and Rokitansky and Skoda supported 
these findings. However, the majority of 
physicians, such as Klein, Semmelweis’ 
“chief” at the clinic, were not impressed 
with his work (Hungary, No. 1101). 

Allergy and Immunology (Fig. 4).— 
Although Harvey was best known for his 
discovery of the circulation of the blood, he 
was also a pioneer in experimental derma- 
tology. In his “De Generation Animalium” 
he stated: “Having for tryal sake prickt my 
hand with a needle, I rubbed the point of the 
same needle with the tooth of the spider, 
and perforated the skin threw it in another 
part of my hand, but could distinguish no 
difference in the sense of the punctures, 
however, there was one remarkable enough 
in the skin; the invenom’d puncture, the 
same was soon raised up into a tubercle, 
looking red with heat and inflammation, 
rising up as it were to shake off the inflicted 
Evil.” His experiment demonstrated the 
effect of inoculating a poison into the skin, 
resulting in an urticarial or erythematous 
reaction (Russia, 1947). 

Emil von Behring (1854-1917) may be 
referred to as the “father of serum 
therapy.” In 1901, he was awarded the 
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Nobel Prize for his work. This stamp, in- 
scribed in German, stated: “To the Con- 
queror of Diphtheria” (Germany, No. 
B186). 

Great insight into allergy was gained by 
the studies of P. J. Portier and R. C. Richet 
(1850-1935), in 1903. These first studies 
stemmed from the gaming tables of Monte 

Carlo. They accompanied Albert I, Prince 
of Monaco, on an ocean cruise and began 
their studies of extracts of a poison con- 
tained in the nematocysts of the physalia, a 
jellyfish which floats on the surface of the 
ocean and is related to the Portuguese 
man-of-war. These studies were sub- 
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sequently continued in the laboratory and 
resulted in the discovery of anaphylaxis 
(Monaco, No. 303). 

G. Widal (1862-1929) is best known for 
the Widal test, which is an “agglutination 
for typhoid fever using a living agglutinable 


culture of the typhoid bacillus as an 
antigen.” His investigations also included 
studies on anaplylactic shock (Trance, No. 
866). 

In 1956, a postage stamp (No. 1080) was 
issued in the United States to honor H. W. 
Wiley. In 1906, while chief chemist of the 
Department of Agriculture, he was in- 
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strumental in bringing about the pure food 
and drug laws. 

Bacteriology and Pathology—rThe rec- 
ognition of contagion was noted in the early 
history of medicine and the concept that 
contagion is due to a living virus, capable 
of reproduction (a contagion vivum), is an 
old one. This fact has stimulated derma- 
tology more than other theory, since scabies 
and animal parasites, as causes of cutaneous 
disorders, furnished the first examples of 
diseases produced by demonstrable living 
organisms. The theory that contagious dis- 
eases are due to micro-organisms was clearly 
developed by Fracastoro, who had a marked 
interest in the study of syphilis and 
cutaneous diseases. He was the first to sug- 
gest that epidemic diseases were transmitted 
by contagion and caused by a_ micro- 
organism or “animalculae.” 

With the advent of bacteriology it was 
demonstrated that many were 
caused by specific invasion of bacteria. The 
greatest aid to this fundamental science was 
the advent of the microscope. Anton 
Leeuwenhoeck (1632-1723) is credited with 
inventing the first useful microscope 
(Netherlands, No. B97). 

Agostino Bassi (1773-1856) (Italy, No. 
640), a pioneer in micropathology, in- 
troduced the concept of modern bacteriology 
in 1834. He wrote on the parasitic theory 
of disease a decade before the work of 
Pasteur. He was the first to demonstrate 
that the disease of silkworms was due to a 
micro-organism, a living vegetable parasite, 
and these studies led to finding the cause of 
favus (Achorion Schoenleini) in 1893. He 
was the first to note the associations of 
vegetable parasites with diseases of the skin 
in human beings. 


diseases 


In 1884, Koch demonstrated and cultured 
the tubercle bacilli in lupus vulgaris and was 
able to transmit the infection to animals and 
to cultivate the organism from lesions in 
these animals, thus fulfilling the postulates 
he had outlined ( Belgium, No. B554). 

A vast amount of the pioneer work in 
bacteriology was done by Louis Pasteur 
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(1822-1895). He demonstrated that bacteria 
are living organisms, against which an im- 
munity can be “produced.” In 1877, after 20 
years of research on the biology of micro- 
organisms, Pasteur extended his studies to 
include diseases which affect higher animals 
and human beings. His first investigations 
were on anthrax, chicken cholera, and rabies. 
In 1878-1879, he was able to demonstrate the 
streptococci and staphylococci (France, No. 
B53). 

The demonstration of phagocytosis, by 
Metchnikow, of the Pasteur Institute, 
showed that the cells also played an im- 
portant role, not only by producing anti- 
bodies but by ingesting and destroying the 
invading bacteria. 

Dermatology has also played a significant 
role in the history of bacteriology. In 1871, 
Hansen demonstrated the bacillus of leprosy. 
This was 11 years before Koch succeeded 
in isolating tubercle bacilli which was, ac- 
cording to Jordan, “one of the earliest 
observations of pathogenic bacteria.” 

In 1880, Laveran had observed the 
plasmodia of malaria (Algeria, No. 252), 
and, in 1897, found that these 
plasmodia were transmitted by mosquitos 
which were identified as anopheles by 
Grassi, in 1898 (Italy, No. 701). In 1909, 
Walter Reed (United States, No. 877) and 
his associates clearly demonstrated that yel- 
low fever is transmitted by a mosquito 
(Aedes aegypti) (Panama, No, C120). In 
1909, Nicolle showed that typhus is trans- 
mitted by the body louse, which also trans- 
mits trench fever and relapsing fever 
(Tunis, No. 229). 

In 1889, Edward Nocard (1850-1903), a 
French veterinarian and biologist, who was 
an assistant to Pasteur, discovered the virus 
of psittacosis. He described a genus of 
fungi known as Nocardia. The disease was 
named for him (nocardiosis) but is now in- 
cluded with the actinomycetes (France, No. 
655). 

Two important findings in the field of 
serum therapy were described by Behring, 
in 1890. One was that the body is able to 
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produce antitoxins for tetanus and the other 
that effective diptheria antitoxins could be 
produced which, when injected, neutralized 
the toxins. Ehrlich also did important 
studies on antitoxins and immunity, and he 
called the procedure described by Behring 
“passive immunization.” 

Johanne Purkinje (1787-1869) was a 
microscopist and experimental physiologist 
whose principal contributions were in 
embryology, histology, and ophthalmology. 
He was the first to describe the ciliary 
movements in cells, and he introduced the 
term “protoplasm.” He also stressed the 
value of fingerprints as a means of identi- 
fication, and he is reputed to be the first to 
use the microtome, glacial acetic acid, and 
Canada balsam. He was the first to describe 
the sweat glands (“Purkinje’s gland of 
sudoriferous variety”), and his name is 
given to seven or eight anatomic structures 
( Czechoslovakia, No. 230). 

Victor Babes (1854-1926), in collabora- 
tion with Schwimmen, wrote the section on 
“New Formations of the Skin” in Ziems- 
sen’s “Handbuch.” He was professor of 
bacteriology and pathologic anatomy at 
Sucharest. In 1889, he bacteriologic 
investigations of septic processes in infants, 
and, in 1925, on giant cells, as well as 
studies on leprosy. In 1882, he wrote 
“Eine experimentelle Studie ueber Einfluss 
des Nervensystems auf die pathologische 
Veranderungen der Haut’ (Romania, No. 
999). 

Herman Boerhaave (1668-1738) de- 
scribed the true structure of the sebaceous 
glands as “cryptae sebacae.” 

In 1846, Rokitansky, then the undisputed 
leader in pathologic anatomy, published the 
first volume of his “Handbook of General 
Pathological Anatomy” (Austria, No. 592). 

Rudolf Virchow (1821-1902) re- 
garded to have been the founder of modern 
pathology. When he was 26 years of age, 
he began the well-known Archives of 
Pathologic Anatomy, which came to be 
known as Virchow’s Archives. His numer- 
ous experimental studies and discoveries 
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include those on embolism and thrombosis 
(he coined both terms), amyloid, hematoidin, 
myelin, connective tissue, inflammation, and 
tumors. He was the first to define 
leukocytosis and, in 1845, described leukemia 
as “white blood.” He also defined 
fatty degeneration, cloudy swelling, and 
ochronosis. In 1850, he introduced the 
terms mycosis and dermatomycosis; in 1855, 
he described pathologic pigment, the 
anatomy of the hair follicle, and chronic 
pemphigus; in 1857, normal and abnormal 
pathology of the nails, and glanders, and, 
in 1860, onychomycosis, dermatomyositis, 
and syphilis. The studies of Virchow 
initiated the change from gross to micro- 
scopic anatomy in pathology. Pusey sum- 
marized these contributions as: “The 
interest in cutaneous pathology was stimu- 
lated by the large amount of study which 
was given to the subject by Virchow.” 
Radiation and Physical Therapy (Fig. 
5).—The application of physics has had 
far-reaching results in dermatology, partic- 
ularly in therapy. Although the invigorating 
effects of sunlight had been recognized since 
ancient times, Niels R. Finsen (1860-1904) 
was the first to devise a satisfactory ap- 
paratus for the production and application 
of ultraviolet light, thus, placing this form 
of therapy on a scientific basis. Between 
1894 and 1897, he did the first fundamental 
physiologic studies of the effects of light 
rays on tissues, and his use of ultraviolet 
light for lupus vulgaris and other forms of 
tuberculosis opened a new field in therapy. 


He was awarded the Nobel Prize in 
medicine in 1903 (Danish Seal). 
Although William Konrad Roentgen 


(1845-1923) was not a physician, it seems 
proper to include him in any dermatologic 
history because of his discovery of x-ray 
in November, 1895. The first Nobel Prize 
in physics was awarded to Roentgen in 1901, 
Postage stamps honoring him have been is- 
sued by Germany, Danzig, and Suriname. 
The Danzig stamp (No. 240) bears the in- 
scription “Fight Cancer—Cancer is Cura- 


ble.” 
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Figure 5 


One year after the discovery of x-rays, 
Antoine Becquerel demonstrated natural 
radioactivity. His experiments with pitch- 


blende led to the subsequent discovery and 


isolation of radium by the Curies. Becque- 
rel’s rays is sometimes used as a synonym 
for radioactive rays. The radium used at 
the Hopital St. Louis for therapeutic stud- 
ies On cutaneous diseases was the property 
of Becquerel (France, No. B202). 

Anton Beclere (1856-1939), a pioneer 
radiologist, was regarded to be the founder 
of French radiology. He introduced roent- 
genotherapy for glandular 


(France, No. 822). 
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tuberculosis 


The experiments done by Madame Curie 
(France, No. B76), prior to her discovery 
of radium in 1898, are well known. Three 
years later, Becquerel carried a tube of 
radium in his pocket for a period of two 
weeks and subsequently noted an area of 
severe dermatitis on his abdomen. There- 
fore, Besnier suggested the possible thera- 
peutic use of radium, and it was found to 
have the same effect as roentgen rays. These 
early experiments with radium were being 
done in Paris at the same time that Freund 
was developing roentgen-ray therapy in 
Vienna. The Norwegian Radium Hospital 
is pictured on a postage stamp (No. B4). 
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South American Dermatology (Vig. 5).— 
Ramimudo Menocal (1856-1917) studied in 
Madrid and _ subsequently received his 
medical degree at the University of Havana. 
He served as a very able Secretary of 
Public Health, during which time he was 
appointed to the Leper’s Hospital at San 
Lazaro of Rincon. He became the founder 
of the Cuban School of Dermatology and 
trained some of our contemporary teachers. 
His “Treatise of Dermatology” has been 
used as a textbook (Cuba, No. 561). 

Daniel Carrion, the son of a physician, 
was born in 1858. Although he did not be- 
come a physician, he became interested in 
the etiology of verruga peruana while a 
medical student. On Aug. 17, 1885, he was 
voluntarily inoculated with blood from a 
patient having verruga. He soon had the 
symptoms of Oroya fever and kept a care- 
ful diary in which he detailed all the 
symptoms until the time of his death, on 
Oct. 5, 1885. By his sacrifice, Oroya fever 
was proved to be a malignant form of 
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verruga peruana. This disease is now 
known as “Carrion’s disease” (Peru, No. 
C149). 

Adolfo Lutz (1855-1940) was regarded 
as one of the greatest scientists of Brazil. 
In 1893, he was appointed director of the 
Sao Paulo Bacteriological Institute, which 
he transformed into a research center for 
the study and elimination of the epidemic 
diseases which were then hindering the prog- 
ress and development of the state. South 
American blastomycosis, caused by Blasto- 
myces brasiliensis, is still known as “Lutz’s 
disease.” 

In 1907, F. D. Roldon (1864-1942), 
known as Cuba’s “Father of Radiology,” 
introduced radiology and radiotherapy to 
that country (Cuba. No, 591). 

Baraona (1863-1937) gained an_inter- 
national reputation as the “chief” of the 
clinic for tropical diseases which he estab- 
lished at San Pedro Sula. He was President 
of Honduras from 1925 to 1929 (Honduras, 
No. 298). 


Figure 6 
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Oswaldo Cruz (1872-1917) was a phy- 
sician and bacteriologist of Brazil. He was 
best known for his successful campaign 
against yellow fever in Rio de Janerio and 
for the establishment of the efficient public 
hygiene service of the Brazilian government 
(Brazil, No. 698). 

Salvador is the smallest, most densely 
populated, and most extensively cultivated 
country in Central America. Several stamps 
issued by this country depict the balsam of 
Peru which is an important item of export. 
This misnomer occurred when Pedro de 
Avarado, one of Cortez’ lieutenants who 
took part in the invasion of 1524, believed 
the country to be Peru. These stamps show 
the balsam tree (No. 501), gathering balsam 
(No. 566), and extracting balsam (No. 
580). 


Tuberculosis (Vig. 6).—Albert Calmette 
(1863-1933) was particularly interested in 
the study of tuberculosis and, together with 
Guerin, developed a method for the preven- 
tive vaccination of newborn infants (BCG) 
(France, No. B232; Belgium, No. B533). 

In 1816, R. Laennec (1781-1826) be- 
came “chief” of the Necker Hospital where 
he devised a rational system for diagnosis 
of diseases of the heart and lungs. His in- 
vention, the stethoscope, facilitated diag- 
nosis by means of ausculation. His “Traite 
de L’Ausculation Mediate,” published in 
1819, has probably done more to advance 
the art of diagnosis than any other single 
publication (France, No. 685). 

The striking originality of Robert Koch’s 
(1843-1910) work is well illustrated by his 
postulates, research on cholera, and dis- 


Figure 7 
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covery of the tubercle bacillus, culture 
media, and tuberculin. He was honored on 
postage stamps by three countries : Germany, 
Danzig, and Belgium. The Danzig stamp is 
inscribed “I'resh Air and Sunshine, the 
Enemy of Tuberculosis” (Germany, No. 
B251; Danzig, No. 239). 

Many countries have issued postage 
stamps to publicize the campaign against 
tuberculosis. A stamp from the Dominican 
Republic (No. RA 24) inscribed 
“B. C. G.” (Bacillus Calmette-Guerin). 
One issued in Austria (No. B288) shows a 
patient under a sun lamp. Note the tubercle 
bacilli shown on the stamp, depicting a 
dying serpent which was issued in Jugoslavia 
(No. B 150). 

Syphilis (Vig. 7).—Leprosy was rapidly 
subsiding during the latter part of the 15th 
century and was soon to disappear in 
Central Europe. However, in the latter half 
of this century, it was followed by a new 
plague, syphilis. This disease, which ap- 
peared suddenly, was more instrumental 
than any other factor in stimulating an ob- 
jective study of disease and a search for its 
etiology. Syphilis, which is a cutaneous 
disease in the same sense as leprosy, has 
occupied many of the most able minds of 
medicine from Paracelsus and Fracastro to 
Virchow and our present-day leaders. 

The poem “Syphilis Sive Morbus Galli- 
cus” was the crowning achievement of Fra- 
castro (1483-1553). He described the disease 
and gave an accurate account of its incidence 
and course in the various countries of 
Europe, and he mentioned a heavy metal 
(mercury) as a therapeutic measure. This 
poem also contained other ideas regarding 
this disease (subsequently demonstrated by 
the works of Pasteur, Schaudin, and 
Fleming) and was a most remarkable con- 
tribution to the practical information and 
symbolic explanation of syphilis. He also 
mentioned the case of a young man who 
was apparently “cured” of the disease when 
a goddess bathed him in a “lake of silver” 
(Italy, No. 695). 

Ambroise Pare (1510-1590) was con- 
sidered to be the foremost surgeon of his 
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generation. In 1568 he wrote ‘“Traiete de la 
Peste, de la Petite Verolle et Rougeolle: 
Avec Une Briefue Description de la Lepre,”’ 
which was the first description of syphilis in 
young children. He is credited with being 
the first to suggest transmission of the dis- 
ease from an infected mother to her child. 
He also noted induration of the chancre and 
called attention to the characteristic in- 
dolence of the syphilitic bubo. He regarded 
mercury, administered by inunction, to be a 
specific form of therapy but was opposed to 
the use of mercury to the point of salivation. 
He also noted the relationship between 
aneurysm and syphilis. 

In 1529, Paracelsus (1492-1541) wrote 
several articles on syphilis in which he ad- 
vocated therapy with mercury, but he 
created confusion by designating the disease 
“French gonorrhea” (Germany, No. B311). 

Boerhaave was also among those who 
contributed to the study of syphilis with the 
publication of his book, “Aphrodiacus,” in 
1782 (Netherlands, No. B107). G. von 
Swieten believed mercury to be specific for 
syphilis, and he employed inunction to the 
point of salivation. His “Spiritus Anti- 
Veneris of Mercuric Chloride” consisted of 
“one-half a drachm of mercuric chloride in 
one pint of wine” ( Netherlands, No. B115). 

In 1903, Roux (1853-1933) (France, No. 
B289), and Metchnikoff (1845-1916) (Rus- 
sia, No. 1011) succeeded in the experimental 
transmission of syphilis from man to higher 
apes. Roux’s principal discoveries were 
antidiphtheria and antitoxin serums for 
diphtheria, while Metchnikoff also described 
a prophylactic ointment for syphilis. 

One of the best known syphilologists of 
the 19th century, Jean-Alfred Fournier 
(1832-1914), made contributions covering 
the entire field of syphilis. However, he is 
best remembered for his statistical establish- 
ment of the connection between syphilis and 
tabes, and for his introduction of bismuth 
as a therapeutic measure for this disease 
(France, No. B201). He was a clinical 
professor at the University of Paris from 
1880 to 1905 and at the Hopital St. Louis 
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from 1884 to 1905. His volume, “Traite- 
ment de la Syphilis,” published in 1893, was 
translated into English in 1906. 

In 1938, the Societe Francoide de 
Prophylaxie Sanitarie et Morale issued a 
postage stamp depicting the symbolic figure 
of France holding an infant in her arms 
(the future race), which was intended to 
aid in the campaign against syphilis 
(France, No. B64). 

H. Noguchi (1876-1928) was a Japanese 
bacteriologist and physician who specialized 
in research on syphilis. He is best known 
for producing pure culture of the syphilitic 
organism and for his diagnostic tests for 
syphilis (Noguchi’s leutin reaction for 
syphilis) (Japan, No. 480). 

In 1854, R. Virchow (1821-1902) de- 
scribed the infiltrative changes, supposedly 
characteristic of syphilis, which occur in the 
organs and tissues. In 1860, he described 
the pathology of congenital syphilis, and his 
accounts of the course of syphilis and its 


distribution throughout the blood stream 
were the first clear interpretation of the 
various stages of activity and inactivity of 
this disease. 


The many neurologists who contributed 
to the knowledge of syphilis include V. M. 
Bechterev, a Russian neuropathologist, best 
known for “Bechterev’s sign” (anesthesia 
in the popliteal space in neurosyphilis and 
paresis) (Russia, No. 1655). 

An important contribution to medical 
education was made by Julius Wagner- 
Jauregg (1857-1940) when he established 
pediatrics, psychiatry, and dermatology as 
separate required studies. His contribution 
to syphilology consisted of the therapeutic 
induction of malaria to patients having 
syphilitic involvement of the central nervous 
system (dementia paralytica). In 1927, he 
was awarded the Nobel Prize for “the dis- 
covery of therapeutic value of malaria in- 
oculation in the treatment of 
paralytica” (Austria, No. 615). 


dementia 


This stamp (France, No. B68) was issued 
to honor two physicians: a father and a son. 
However, the portrait is that of the son. 


Bluefarb 


The father, Jean Martin Charcot (1825- 
1893), was an eminent physician and 
“Charcot joints,” which occur in syphilis, 
are recognized by every physician. 

Woiciech Oczko (1537-1599) was hon- 
ored on a stamp issued by Poland (No. 770) 
in 1957. He wrote many books on medical 
subjects, among them the first Polish 
monograph on syphilis, which was printed 
in 1581. 

David Livingstone (1813-1873), a mis- 
sionary and physician, described a disease 
which occurred in the Baratje and which 
was known as “manassah.” He differentiated 
this disease from syphilis, although it was 
probably yaws. In 1955 Rhodesia issued a 
postage stamp in his honor (No. 157). 

The name of Paul Ehrlich (1854-1915) 
instantly brings to mind his most important 
and practical contribution to dermato- 
syphilology : “606,” also known as arsphena- 
mine (Salvarsan). At that time, this drug 
was the most potent therapeutic measure 
known for the treatment of any infectious 
disease. 

Ehrlich and Behring became close friends 
because of their work with diphtheria serum. 
They received a contract from a chemical 
factory giving them the financial returns 
from this discovery. However, Behring is 
reputed to have “tricked” Ehrlich out of his 
portion of the profits, and Behring’s sub- 
sequent attempts to reconciliation with him 
were rejected. It required a postage stamp 
to reunite Ehrlich and Behring (Germany, 
No. 722). 

In August, 1957, Sweden issued a postage 
cancellation honoring the Tenth Interna- 
tional Congress of Dermatology (Vig. 8). 


Figure 8 
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Because postage stamps are one means 
for a country to pay honor to its physicians, 
the history of dermatology is being recorded 
in this manner. It is possible, in the not too 
distant future, that a complete history of 
dermatology may be recorded on postage 
stamps. 


30 N. Michigan Ave. 
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The Treatment of Scleroderma with the New 


Chelating Agent, Edathamil 


SIGFRID A. MULLER, M.D.; LOUIS A. BRUNSTING, M.D., and R. K. WINKELMANN, M.D., Rochester, Minn. 


The systemic forms of scleroderma are 
disabling entities included in the group of 
“collagen diseases” but, unlike others in the 
group, are unresponsive to steroids. The 
absence of a useful therapeutic agent in 
the treatment of scleroderma is a serious 
clinical handicap, especially since the inci- 
dence of scleroderma is probably greater 
than that of systemic lupus erythematosus, 
dermatomyositis, or periarteritis nodosa. 

In a recent report, a new chelating agent, 
edathamil disodium (Disodium Versenate), 
was shown to have markedly beneficial ef- 
fects in a case of advanced scleroderma with 
extensive calcinosis.1 The intravenous ad- 
ministration of this drug in protracted 
courses led to definite clinical improvement, 
with dissolution of large quantities of path- 
ologic calcification. In the past year, other 
reports attesting to the ameliorative effect 
of edathamil in scleroderma have ap- 
peared.2+ In this project our purpose has 
been to explore the effects of this new agent 
and to report our observations in 23 cases 
of scleroderma. 


Review of Literature 


Pharmacology.—Fdathamil disodium, the 
disodium salt of ethylenediaminetetraacetic 
acid, is a potent chelating agent. It is re- 
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ferred to also as Endrate,* Versene, Ver- 
senate, Sequestrene, Nullapon, Calsol, and 
EDTA. Throughout the rest of this paper, 
the disodium salt will be referred to simply 
as edathamil. 

This drug binds metallic ions in an inner 
ring, thereby deionizing and deactivating 
the metal. The resulting complex is water- 
soluble and virtually nondissociated. In 
vitro, metals form chelation rings in a 
descending order of stability as follows: 
lead, copper, nickel, cobalt, zinc, calcium, 
ferrous ion, manganese, and magnesium. 
Thus, lead will displace copper in a chela- 
tion ring, copper will displace nickel, and 
so on. 

Foreman and Trujillo® have demon- 
strated that edathamil labeled with C™ 
carboxyl is transferred intact into the urine 
by both glomerular filtration and tubular 
excretion and that less than 1% is metabo- 
lized; 50% of an intravenously adminis- 
tered dose could be recovered in the urine in 
1 hour and about 98% in 24 hours. It was 
found that the drug does not penetrate the 
erythrocytes and that it mixes quickly with 
all the body water, though diffusion into 
the cerebrospinal fluid was relatively slow. 
Only 5% of the drug was absorbed from 
oral administration and none from the skin. 
The latter observation is in disagreement 
with the findings of Popovici et al.6 who 
observed significant absorption through the 
skin. 


When edathamil is given intravenously, 
the calcium salt is the predominant forma- 
tion. One gram of edathamil binds approxi- 
mately 108 mg. of calcium in vitro. In vivo, 


* Furnished by Dr. George Berryman, Abbott 
Laboratories, North Chicago, III. 
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it is only 45% to 72% as efficient.* The 
remaining 28% to 55% may be partially 
bound to various other metals found in body 
fluids, probably in the order of descending 
stabilities. This explanation has been par- 
tially substantiated by Perry and Schroeder.® 

Therapeutic Uses.—The sodium and cal- 
cium salts of ethylenediaminetetraacetic acid 
have been used medically against various 
diseases. A few of the many are angina 
pectoris and calcific valvular stenosis, hemo- 
chromatosis, lead poisoning, metastatic cal- 
cifications in the kidney, acute porphyria, 
retention of radioactive metals in the bodies 
of workers, and cardiac arrhythmias in- 
duced by digitalis. The substance is an 
effective anticoagulant in vitro, especially 
recommended for platelet transfusions. It 
is used routinely in many laboratories to 
decalcify bone for histologic study. Incor- 
porated in an ointment, it has accelerated 
the healing of chrome ulcers and it has 


facilitated the removal of barium-enema 
impactions. 
Toxicity, Side-Effects, and Complica- 


tions.—Short-term experiments with ani- 
mals indicate that edathamil has a low 
degree of toxicity, provided the rate of 
administration is slow enough to avoid 
tetany. If it is given rapidly intravenously, 
the concentration of serum calcium falls 
abruptly and death occurs quickly because 
of hypocalcemic tetany or cardiac arrest. 
At presently recommended dosage schedules 
in man, no tetany has been observed. Long- 
term administration of edathamil in rats and 
other animals has resulted in loss of weight 
and impairment of growth. In Drosophila, 
the addition of edathamil to the food supply 
resulted in growth failure and dwarfism. 
Foreman and associates have shown a pre- 
dictable occurrence of nephrotoxic effects 
in rats directly related to the amount of 
edathamil administered, but they were not 
able to explain the susceptibility of the rats 
showing these changes.® 

Dudley and co-workers’ reported the 
postmortem findings from two human cases 
in which very large and protracted courses 
of edathamil had been given. Three main 
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alterations were reported: (1) severe dam- 
age to the proximal convoluted tubules of 
the kidney, (2) engorgement of the retic- 
uloendothelial cells with coarse eosinophilic 
granules, and (3) severe hemorrhagic mani- 
festations. A sudden death from cerebral 
embolism during administration of eda- 
thamil has been reported."' Foreman and 
associates ® reported one case in which signs 
of marked renal irritation developed during 
treatment with edathamil but subsided five 
days after administration of the drug was 
stopped. 

Although the anticoagulant effects of eda- 
thamil were evident in one postmortem 
study,’” other hemorrhagic manifestations 
have not been reported in the literature. 
Thrombocytopenia was reported in 
case.!? 

In seven reported cases, dermatitis sug- 
gestive of vitamin B deficiency developed 
but subsided promptly on withdrawal of 
the drug and administration of vitamin B, 
which was particularly effective in the forms 
of pyridoxine and nicotinamide.*:™* 

Hypotension occurring during the intra- 
venous administration of edathamil and last- 
ing a few hours has been reported by one 
investigator.'* However, large amounts of 
edathamil administered in unusually short 
periods were responsible. 

Clarke and associates '! have given more 
than 4,000 infusions of edathamil without 
complications, except for mild gastrointes- 
tinal upsets and local burning at the site of 
the infusion. Rarely did these necessitate 
stopping the infusion, 

Manner of Administration—The intra- 
muscular administration of edathamil is too 
painful for use. Absorption from oral ad- 
ministration is slight, although recently 
Peters and co-workers have reported that 
oral administration benefited some of their 
patients with porphyria. At the present 
time the intravenous method is considered 
the only one feasible. A large vein is best 
for it. 

Foreman and associates® have recom- 
mended 50 mg. of edathamil per kilogram 
of body weight daily for five days, followed 
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by a two-day rest period before repetition 
of the dose. A daily maximum for any 
patient should be 5 gm.; our usual daily 
dose is 3 gm. The drug is dissolved in 
500 ml. of 5% dextrose in water or 
isotonic saline and given intravenously in 
about four hours. Clarke’! given 
slightly larger doses in about two to four 
hours and, unlike others, usually has not 
hospitalized his patients. He has expressed 
the opinion that the in vivo action of eda- 
thamil persists long after its administration, 
even for as long as a year. 


Materials and Methods 


Scleroderma was classified as of three main 
types: Diffuse Scleroderma—central cutaneous 
sclerosis progressing peripherally, without vaso- 
spastic symptoms, but with evidence of involvement 
of other organs. Acrosclerosis—cutaneous sclerosis 
pronounced in the acral areas and spreading cen- 
trally, with vasospastic symptoms in the extrem- 
ities. 
into severe and moderate groups according to (1) 
the degree of Raynaud’s changes (ulceration, gan- 
grene, and so on), (2) the extent of the sclerosis, 
and (3) evidence of visceral involvement. Those 
of questionable severity were grouped as severe. 
Morphea—forms of scleroderma limited to the skin, 
subdivided into (1) localized morphea, (2) wide- 
spread morphea, and (3) linear scleroderma. 

Twenty-three patients with scleroderma of vary- 
ing degrees were selected for treatment with eda- 
thamil. Twenty showed the predominant 
features of acrosclerosis; two were classified as 
diffuse scleroderma and one as widespread morphea. 
The youngest patient receiving edathamil was 12 
years of age, and the oldest, 67. 

All the patients were 
schedules were modified in accord with the general 
recommendations of Foreman and associates *® and 
Clarke.” Three patients were given a second course 
of edathamil after an interval of six to eight weeks. 

Vital signs were checked during and after the 
infusions of edathamil. Some of the patients re- 
ceived 50 mg. of pyridoxine and 200 mg. of nico- 
tinamide daily for 
thereafter. In addition to the routine admission 
laboratory tests, urinalysis was performed daily in 
all cases. Detailed studies of blood and of urinary 
calcium and phosphorus were made in eight in- 
stances, and in several cases bleeding, clotting, and 
prothrombin times also were checked at periodic 
intervals, 

During the course of treatment, the patients’ sub- 
jective evaluations were noted periodically. None 
of the patients became worse during treatment. 


Muller et al. 


Further, cases of acrosclerosis were divided 


cases 


hospitalized. Dosage 


considerable periods 


Almost all thought themselves improved. By ob- 
jective criteria, 7 of 15 patients with severe acro- 
sclerosis and 1 of 5 patients with moderate 
involvement improved significantly and 1 of 2 pa- 
tients with diffuse scleroderma experienced signifi- 
cant amelioration but the 1 patient with widespread 
morphea received no benefit. Objective evaluation 
of improvement depended mainly on performance 
in certain functional tests, such as crossing the 
legs, making a fist, and opening the mouth. Ap- 
parent changes in the degree of sclerosis were 
recorded. In order to gauge improvement more ac- 
curately, studies in esophageal motility * were car- 
ried out in several of the cases before and after 
chelation. Three patients had skin biopsies before 
after treatment with edathamil, but the 
changes were not clearly evident and were difficult 
to interpret. 


and 


Report of Cases 


The longest of the follow-ups has been 
two years, most having extended only a few 
weeks to a few months. Our experience in 
the treatment of scleroderma with edathamil 
is summarized in the Table. Following is 
a résumé of each of the nine cases in which 
significant improvement was noted objec- 
tively. 

Case 1.—The cutaneous sclerosis was moderately 
softened, and the range of motion of the extrem- 
ities was markedly increased. A second course of 
treatment eight weeks after the first brought no 
further improvement. One year later the patient 
relapsed and was again much worse. A follow-up 
letter two years after the first treatment with 
edathamil stated that she had improved greatly 
again as a result of using an amino acid supple- 
ment. 

Case 7.—The patient experienced a remarkable 
improvement. Her skin returned practically to 
normal; pinching of the facies was lessened; dys- 
phagia was decreased, and the severity and fre- 
quency of the occurrence of Raynaud’s phenomenon 
in her hands were greatly reduced. Her dentist 
noticed that it was much easier to work on her 
teeth because of her increased ability to open her 
mouth. The contractures of the fingers 
were not affected, and ulcers have continued to de- 
velop on the fingertips. 
tinued 
has been no 
months of follow-up. 

Case &8—The treatment was given during the 
edematous phase of the disease. After about one 
week of administration of edathamil the edema dis- 
appeared, the sclerosis decreased, and the range of 
motion of the extremities was extended. Compari- 
son of tracings of esophageal motility made before 
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Results of Treatment with Edathamil in Twenty-three Cases of Scleroderma 


Total 
Severity Edathamil, 
(0-4) Gm. 


Improve- 


Diagnosis Duration ment, % 


Complications 


Acrosclerosis 5 yr. ++++ 112 50 Burning in arm; transient diplopia & dyspnea 


2 59 Diffuse lyr. + +44 lll 0 Slight renal irritation 
scleroderma 
«67 F Widespread 7 mo. 38 0 
morphea 
4 43 M Acrosclerosis 8 yr. +4+4+4+ 42 0 Burning in arm 
5 58 Acrosclerosis 5 yr. ++ 49 0 on 
6 52 F  Acrosclerosis lyr. ++ 49 0 Burning in arm 
7 #631 F Acrosclerosis 10 yr. ++++ 54 75 Burning in arm; slight renal irritation 
8 43 F Acrosclerosis 9 mo. ++++ 107 50 Burning in arm; anorexia 
9 30 M Acrosclerosis 2yr. ++++ 50 75 Mild chemical phlebitis 
10 7 F Acrosclerosis 2 yr. ++++ 48 50 Slight renal irritation; mild chemical phlebitis; 
anorexia 
11 47 M Diffuse 16 mo. ++++ 50 25 ache 
scleroderma 
12 43 F Acrosclerosis 1 yr. toe 50 0 Slight renal irritation 
13041 M Acrosclerosis 3 yr. ++++ 49 0 se 
14 49 F  Acrosclerosis lyr. ++ 50 25 Burning in arm 
15 26  F  Acrosclerosis 2 yr. +++ 45 0 Slight renal irritation 
16 34  Acrosclerosis +4+4++4+ 50 0 
17 53 F  Acrosclerosis 8 yr. 47 25 
18 & Acrosclerosis 7 yr. ++++ 49 0 
19 27 F  Acrosclerosis 6 mo. ++ 39 0 Mild renal irritation 
20 12  Acrosclerosis 2 yr. ++++ 40 50 
21 48 M Acrosclerosis 2 yr. ++4++ 0 
22 «36 F  Acrosclerosis 2 yr. ++++ 0 Marked renal irritation & pustular dermatitis 
of mouth 
23 40 Acrosclerosis 18 yr. ++++ 0 


this therapy with others made six weeks after 
showed improvement in the coordination of the 
contractions and in the relaxation of the gastro- 
esophageal sphincter during deglutition. A second 
course of edathamil six weeks later resulted in no 
further improvement. In seven months of follow- 
up the patient has remained about the same. 

Case 9.—The patient showed marked improve- 
ment, particularly noticeable on follow-up five 
months after treatment. His face had lost much 
of the pinched appearance, and his skin was much 
softer. In the two months prior to chelation, he 
had had much dysphagia with episodes of emesis. 
The dysphagia improved greatly with treatment, 
and the patient has not vomited since receiving 
the edathamil. Comparison of esophageal motility 
tracings made before the use of edathamil, im- 
mediately after, and five months later revealed no 
change. At the latter time, the patient was able 
to open his mouth much wider than before and 
he had gained several pounds. He had resumed his 
occupation as a truck driver. 

Case 10.—The cutaneous sclerosis softened mod- 
erately, and the range of motion increased greatly. 
Although this patient had no dysphagia, a study 
of esophageal motility revealed marked involve- 
ment of the esophagus. Comparison of the esopha- 
geal motility tracings made before and after 
treatment demonstrated marked improvement. The 
patient continued to improve subjectively in the 
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month following chelation. A follow-up letter four 
months after treatment stated there had been no 
further change. 

Case 11.—The patient had had diffuse sclero- 
derma for 16 months. He experienced only a little 
softening of the cutaneous sclerosis after treatment. 
Comparison of the esophageal motility tracings 
made before and after chelation showed remark- 
able improvement, and there was great clinical im- 
provement in the associated dysphagia. This pa- 
tient had a duodenal ulcer which was unaffected 
by treatment. Improvement in his case is all the 
more significant because he had been given steroids 
for several months without betterment, and_ this 
measure had been discontinued during treatment 
with edathamil. A follow-up letter one month after 
the end of chelation stated that the patient had 
gained a few pounds but had not improved further. 

Case 14.—The improvement in this case was 
more clearly evident three months after chelation. 
Immediately after treatment with edathamil it was 
noted that the patient could make a better fist and 
could wring out a washcloth (which latter she had 
been unable to do). Three months later, her 
sclerosis was noted to be definitely decreased and 
the arthralgia that formerly affected her hands had 
disappeared. 

Case 17.—Acrosclerosis in this instance had an 
unusual pattern, with marked involvement of the 
entire gastrointestinal tract but only minimal in- 
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volvement of the skin. The patient had experienced 
severe episodes of vomiting, bloating, and obstipa- 
tion. Gastroenterostomy had been attempted else- 
where without improvement. During the treatment 
with edathamil, the heartburn and constipation 
greatly improved. Comparison of the esophageal 
motility tracings made before and after this treat- 
ment revealed no change. 

Cast 20.—The onset of acrosclerosis had oc- 
curred at the age of 10 years in one of the young- 
est patients we have observed with this disease. 
The progression of the cutaneous sclerosis was 
such that at age 12 years it was almost universal. 
Findings in esophageal motility studies were 
markedly abnormal, although appearances in the 
esophageal roentgenograms were normal and the 
patient had no dysphagia. Her condition improved 
considerably during treatment with edathamil: The 
skin of the dorsa of the hands and forearms soft- 
ened, and the range of motion of the extremities 
increased greatly. The contractures of the hands 
were unaffected. At the end of treatment a repeti- 
tion of the esophageal motility study showed little 
change from the previous tracing. 

Usually the improvement in these pa- 
tients was observed during the second week 
of treatment and gradually became more 
noticeable, reaching its peak at the conclu- 
sion of treatment or shortly thereafter. In 
two patients marked improvement continued 
for several months. The three patients who 
had a second course of treatment with eda- 
thamil six to eight weeks after the first 
showed no further change. 

Recent reports have indicated that sup- 
plemental vitamin therapy during treatment 
with edathamil may be beneficial therapeuti- 
cally. In our series, eight patients were 
given 50 mg. of pyridoxine and a therapeu- 
tic vitamin capsule daily. Of these, three 
improved. A second group of 11 patients 
were given 50 mg. of pyridoxine and 200 
mg. of nicotinamide daily; and of these, 
three improved. A third group of four 
patients were given no supplemental vita- 
mins, and three improved. 

Calcinosis of the hands in two cases was 
not affected by treatment. 

Two of the patients who had severe de- 
grees of involvement died subsequently, one 
four months and the other seven months 
after treatment. The first had had electro- 
cardiographic changes before treatment, and 
death was caused by sclerodermatous heart 
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involvement. In the other patient, death was 
probably the result of scleroderma of the 
heart and kidney. 

The commonest complication of edathamil 
treatment was burning at the infusion site. 
This was usually of mild degree and was 
more noticeable at the beginning of the 
course of treatment. Ordinarily, the burn- 
ing pain was relieved promptly by slowing 
of the rate of infusion. 

The only significant complication was 
renal irritation. In six patients, mild albu- 
minuria occurred the last few days of treat- 
ment but was of no consequence. In one 
other case (a 36-year-old woman with 
acrosclerosis, Case 22), it was necessary 
to discontinue the use of edathamil after a 
total of 37 gm. had been given in a 13-day 
period. Severe albuminuria with granular 
casts and a transient mild increase in blood 
urea had occurred, and concomitantly the 
temperature rose to 101 F and an unusual 
pustular reaction appeared on the buccal 
mucosa. Cultures of the urine, blood, and 
material from the throat were negative. One 
week later the patient was asymptomatic 
and the urine showed only occasional casts. 
The pustular reaction on the buccal mucosa 
cleared in three days without specific ther- 
apy. In the two weeks preceding this re- 
action the patient had been given daily 
pyridoxine 50 mg., nicotinamide 200 mg., 
and a therapeutic vitamin capsule. 

We observed no conclusive relationship 
between the dosage of edathamil per kilo- 
gram of body weight and the development 
of albuminuria. Several of our patients 
without abnormal urinary findings tolerated 
in the same time interval much larger doses 
than those in whom albuminuria developed. 
The finding of renal irritation is in contrast 
to the observations of others who have given 
similar dosages. It may have occurred be- 
cause we gave only two or three rest days 
during the course of treatment instead of 
four, as recommended by others, or because 
our total dosage was slightly greater. If 
these differences are important, then the 
margin of safety for this drug is very nar- 
row in susceptible persons. 
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Two patients had mild preexisting renal 
disease evidenced by mild albuminuria and 
casts prior to treatment with edathamil but 
tolerated the drug well. Two patients had 
mild chemical phlebitis at the infusion site 
lasting one or two days but without conse- 
quence. In the last week of treatment 
anorexia developed in two but cleared after 
a few days. One patient had a minor epi- 
sode of vomiting, and one had transient 
diplopia and dyspnea after an infusion. 
xcept for the renal irritation, all the com- 
plications were considered unimportant. 

Results of the calcium balance studies 
done in eight of these cases are reported 
They showed that edathamil 
is 69% to 92% effective in the binding and 
excretion of calcium. No abnormality in 
serum or urinary calcium was observed 
prior to chelation. Only mild transient hy- 
pocalcemia was noted during the adminis- 
tration of edathamil, with no evidence of 
clinical or latent tetany. The serum magne- 
sium was unaffected by chelation in two 
patients. 


Comment 


From the beginning of our investigation 
it was recognized that evaluation of im- 
would be extremely difficult. 
One has only to peruse the enormous 


provement 


amount of literature on successful treatment 
of scleroderma to be made doubly cautious 
and skeptical. In a study requiring intra- 
venous medication and hospitalization, the 
use of controls is extremely difficult. In our 
investigation it was not done, and accurate 
statistical comparison, therefore, was not 
possible. 

The difficulty of evaluating this new drug 
in scleroderma is the more evident since it 
has become apparent that the effects are not 
curative but ameliorative. 'urthermore, 
scleroderma is known to have periodic 
flares and remissions, and therefore evalua- 
tion of changes induced by edathamil de- 
pended on the development of an unusual 
degree of improvement within a short time. 

To us, edathamil seemed most useful in 
cases of acrosclerosis of severe degree. How- 
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ever, in no case was the drug curative, and 
whether edathamil influences the course of 
the disease remains to be proved. The two 
deaths in our series seem to indicate that 
this may not be the case. The known and 
unknown effects of this potent chelating 
agent appear to disqualify it from use 
against the benign cutaneous forms of 
scleroderma. Why improvement should 
have occurred in only nine of our patients 
is unexplained. 

Complications in the administration of 
Because of the 
occurrence in seven cases of renal irrita- 
tion—the only potentially serious untoward 


this drug were minimal. 


effect encountered—it is recommended that 
urinalysis be done every day while a patient 
receives edathamil intravenously and_ that 
administration of the drug be discontinued 
while albuminuria is present. As mentioned, 
mild, preexisting renal disease in two pa- 
tients had no important effect. 

Although no signs of vitamin deficiency 
developed in our patients, it probably is best 
to give supplemental vitamins during treat- 
ment. We could detect no potentiating 
therapeutic effect from the administration 
of pyridoxine and nicotinamide. 

From our calcium-balance studies report- 
it was estimated that the 
total amount of calcium removed from the 
body was at the most 10 to 20 gm. This is 
a small amount compared to the reservoir 
of at least 100 gm. of calcium attached to 


ed_ elsewhere,!* 


bone surfaces and readily available for 
homeostasis.'* Apparently, the important 
effect of the drug is not due to mere re- 
moval of calcium. 

It has been shown that edathamil in- 
creases the urinary excretion of certain 
trace metals. These trace metals form in- 
tegral parts of many enzyme systems, and 
it seems that edathamil could remove trace 
metals from enzyme systems or bind com- 
petitive inhibiting This effect 
through trace metals would be in accordance 
with the small quantities of cations affected. 

The disappearance of clinical edema in 
one of our patients is noteworthy. Perhaps 
the apparent softening of the cutaneous 
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sclerosis was a result of the removal of 
water which might or might not have been 
clinically evident. This could explain also 
the improvement in function and esophageal 
motility. 

Finally, it is possible that the effect of 
edathamil resulted from something other 
than its chelating properties. We could have 
witnessed a nonspecific effect, perhaps from 
stress. It remains unexplained why only 
some of the patients were benefited. 


Summary and Conclusions 


The purpose of this project was to 
explore the effects of a new potent chelating 
agent, edathamil disodium (Disodium Ver- 
senate), in patients with scleroderma. Twen- 


ty-three patients with scleroderma’ of 


varying degrees (twenty with acrosclerosis, 
two with diffuse scleroderma, and one with 
widespread morphea) were given edathamil 


intravenously in courses extending over a 
three-week period. Nine patients showed 
improvement as measured by functional 
performance tests, esophageal motility stud- 
ies, and over-all clinical evaluation. 

In our experience, edathamil is a_rela- 
tively safe drug to administer by intrave- 
nous drip. Some degree of renal irritation 
should be anticipated, although at the dosage 
schedules recommended by Foreman and 
associates ® it should be infrequent. 

At the present time, in the absence of any 
specific therapeutic agent in scleroderma, 
the use of edathamil in the systemic forms 
of scleroderma seems justified. The ultimate 
usefulness of this drug in the treatment of 
scleroderma awaits further evaluation. 


Mayo Clinic. 
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Idiopathic Atrophoderma of Pasini and Pierini 


Occurring in Two Brothers 


MARC ALLEN WEINER, M.D., and JAMES Q. GANT Jr., M.D., Washington, D. C. 


Two brothers with identical bizarre erup- 
tions were recently seen. Their dermatosis 
was of a type we had never before en- 
countered. Fortunately, however, we had 
recently read the article by Orlando Cani- 
zares et al., “Idiopathic Atrophoderma of 
Pasini and Pierini.”' According to their 
detailed and excellent description, there could 
be no doubt that these patients’ lesions were 
examples of that entity. 

Since the above-mentioned article is the 
only one by that name in the English-lan- 
guage dermatological literature, and since 
this condition has never been described in 
more than one member of a family, it was 
felt that this report might add a modicum of 
information about this unfamiliar derma- 
tosis. 

Two brothers, aged 17 and 19, respec- 
tively, presented themselves on April 1, 
1958. They were both natives of the United 
States, of Italian parentage. The chief com- 
plaint was “brown patches on the trunk.” 
Their parents, 15-year-old brother, and 13- 
year-old sister were free of any eruption. 


Report of Cases 


Case 1.—Onset in the 17-year-old youth was 
three years when asymptomatic 
brown spot appeared on the left lateral chest. Since 
that time, numerous such small and large patches 
have appeared all over the torso and proximal 
arms. His general health has remained good. 


previously, an 


Examination.—Over much of the torso and del- 
toid regions there are discrete, pea- to palm-sized, 
brown patches, most of which are slightly sunken 
below the skin level. The margins are distinct and 
beveled. There is no evidence of erythema, lilac 
border, induration, or sclerosis. In many of the 
patches the underlying veins are fuzzily visible. 
The surface of each patch is smooth and of ap- 


~ Submitted for publication Dec. 19, 1958, 


parently normal texture. The only exception to the 
above description is seen on the right lateral iliac 
crest region, where three lesions exhibit central 
whiteness and mild sclerosis. These latter changes 
developed within preexisting typical patches at 
some unknown later time (Figs. 1 and 2). 

Case 2.—Onset of the dermatosis in the 19- 
year-old youth was two years previously, in the left 
scapular region. As it slowly and asymptomatically 
enlarged, another patch appeared on the right 
lower back and another on the right forearm. 

E-xamination.—On the left upper back there is a 
palm-sized patch of light-brown pigmentation. A 
similar smaller patch is present on the right lumbar 
region and another on the right volar forearm. 


Fig. 1 (Case 1).—The back is profusely involved 
with small and large brown patches, most of which 
are slightly depressed below the surface. 
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Figure 2 

Fig. 2 (Case 1).—The right lateral view also 
reveals the beveled edges of the brown depressed 
patches, Note the three lesions on the crest of the 
ilium, which show central whiteness and mild 
sclerosis. 

Fig. 3 (Case 2).—The atrophic patches on the 
left upper back and right lower back are light 


Mild depression of each patch is both visible and 
palpable. There is blurred visibility of the under- 
lying veins. The surface of each patch is flat, soft, 
and smooth. The wide-spread folliculitis of the back 
spares these patches, although lanugo hair growth 
is undisturbed (Fig. 3). 


Biopsy Findings 


A punch biopsy was performed on the left upper 
back of each patient and was submitted to the 
Armed Forces Institute of Pathology. Dr. Elson B. 
Helwig described the histopathology as follows: 

“The sections from both lesions appear essen- 
tially similar. The sections of tissue were examined 
by the following methods: hematoxylin and eosin, 
Snook’s reticulum, Weigert’s elastic, periodic acid- 
Schiff and acid mucopolysaccharide. The epidermis 
does not appear unusual and is of average thick- 
ness. The basal layer is distinctly pigmented. The 
capillaries of the upper corium are dilated but 
there is no swelling of the endothelial cells. In a 
few instances the capillaries are surrounded by 
lymphocytes. The collagen of the corium does not 
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Figure 3 


brown and do not photograph well in a swarthy 
person. In the original Kodachrome picture the 
underlying veins were fuzzily visible. 


appear unusual and there is no abnormal disposi- 
tion of PAS staining material nor of acid muco- 
polysaccharides. The elastic tissue is relatively 
abundant, in places appears coarse and especially 
in the deeper corium, occasionally clumped. The 
hair follicles, sebaceous glands and sweat glands 
are not unusual. The changes are interpreted as 


chronic dermatitis but are consistent with those 
noted in some of the reported examples of idio- 


pathic atrophoderma.” 


Comment 


The question as to whether or not idio- 


pathic atrophoderma is a stage or variety of 
morphea will not be discussed here. This 
aspect has been fully covered in the article 
by Canizares et al. Suffice it to say that our 
patients conform to their description of the 
disease clinically, and, presumably, histo- 


” 


pathologically (‘‘presumably,” because the 
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histopathology is variable and nonspecific 
at best). 

We wish to add some clinical observations 
on our two patients which have either not 
been previously described or only super- 
ficially mentioned: 

1. Pinching of Skin.—This is more diffi- 
cult to do with the affected skin than with 
the adjacent normal skin and is attributed 
to the decreased thickness of the former. 

2. Elasticity of Skin —There is normal 
rebound of the affected skin. A curious 
phenomenon, however, was noted during the 
punch biopsy procedure. As the punch 
entered the dermis, the tissue plug began to 
shrink, and this continued to the full depth 
of penetration (to the fat). Some shrinkage 
is a normal occurrence, but we have never 
observed it to the extent that this tissue 
demonstrated it. The 5 mm. punch produced 
a plug of 3 mm. diameter; the 6 mm. punch, 
a plug of 4 mm. Is this due to decreased 
tissue substance (collagen), or to the action 
of normal (or stronger than normal) elastic 
tissue acting on decreased amount of tissue 
substance’ The “usual” appearance of the 
collagen in our sections must be considered 
as somewhat artifactual there 
more than average shrinkage of the tissue. 
In vivo, the collagen bundles must have been 
more widely separated. 

3. Hair Growth.—This is unaffected. The 
site of each hair follicle is distinctly visible 
by virtue of its being less pigmented than 
the affected surrounding skin but still flush 
with the surface. 

4. Follicular Keratoses—The older 
brother has a diffuse, slightly erythematous 
keratosis pilaris over most of the back. This 
alteration is not present in the atrophic 
patches. 

5. Erythema Production—When the skin 
is rubbed, erythema appears promptly in 
both the normal and the affected skin but 
appears more quickly and is more sustained 
in some of the atrophic patches. 

6. Blood Vessels —Underlying veins, as 
already noted, are visible as through ground 


since was 
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glass in many of the atrophic patches. In 
addition, tiny capillaries and capillary loops 
(not of the order of telangiectases) are 
barely visible to the naked eye. They are 
very apparent, however, with a_ loupe 
(X 2% magnification), especially after rub- 
bing the affected skin and applying a thin 
film of cedar oil. 

7. Sensation.—There is normal sensitivity 
to touch and pin prick in the atrophic skin. 

8. Hypertrophic Scar Formation. — Six 
weeks after biopsy excision was done, each 
patient exhibited an erythematous hyper- 
trophic scar at the operative site. It struck 
us as odd that a deficient corium should 
react in this manner (endocrine factor ?). 

This form of idiopathic atrophoderma will 
undoubtedly be readily recognized since it 
has been introduced into the North American 
literature, but it is still unquestionably a 
rare condition. Its etiology is unknown, 
and the possibility of hereditary transmis- 
sion has never had any support. The oc- 
currence in two members of one family of 
a rare dermatosis, therefore, this 
possibility. A much larger number of case 


raises 


reports may shed some light on this factor. 
Unfortunately, ( Snook’s 
reticulum, periodic acid Schiff, and acid 


special stains 


mucopolysacchride) revealed no character- 


istic changes in the tissue sections. 


Summary 

The history and physical findings of two 
patients with idiopathic atrophoderma of 
Pasini and Pierini are described. 

The fact of its occurrence in two brothers 
raises the possibility of hereditary transmis- 
sion. 
not hitherto 


Some clinical observations 


mentioned are described. 
915 19th St. N. W. 
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Dexamethasone in Dermatology 


NORMAN B. KANOF, M.D., and SAUL BLAU, M.D., New York 


Dexamethasone is 
ylprednisolone.* 


9-a-tluoro, 16-a-meth- 
It is one of a group of 
analogues synthesized and 
studied by Arth and his co-workers '* in 
the continuing search for modifications of 
hydrocortisone which would afford in- 
creased anti-inflammatory and _ antiallergic 
activity but would produce minimal mineral 
imbalance and the other undesirable side- 
effects that sometimes result from therapy 
with the corticosteroids. 

The formation of prednisone and _ pred- 


prednisolone 


nisolone from cortisone and hydrocortisone 
by the introduction of a double bond (A-1) 
in the C,-Cy position increases the anti- 
inflammatory potency of hydrocortisone 
four or five times without enhancing its 
effect on sodium-potassium balance. Fluo- 
rination of hydrocortisone at the 9-a@ posi- 
tion increases its anti-inflammatory effect 


PREDNISOLONE 
tenfold. 


retaining and potassium-excreting effects of 
this modification interdicted its systemic 


However, the profound sodium- 


use. Addition of a hydroxyl group in the 
16-@ position made it possible to utilize the 


Submitted for publication Jan. 14, 1959. 
From the Department of Dermatology and 
Syphilology of the New York University Post- 
Graduate Medical School (Dr. Marion B. Sulz- 
berger, Chairman) and the Skin and Cancer Unit 
of the New York University Hospital. 

* The dexamethasone used in this study was sup- 
plied as Decadron by Merck Sharp & Dohme, 
Westpoint, Pa. 
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TRIAMCINOLONE 


enhanced anti-inflammatory and antiallergic 
activity of 9-a fluorination by eliminating 
the excessive effect on body electrolytes 
(triamcinolone). The screening studies con- 
ducted by Arth and his collaborators 
indicated that the introduction of a methyl 
group at the 16-@ position still further in- 
creased the anti-inflammatory activity of the 
steroid. They found that dexamethasone 
was 190 times more potent than hydrocorti- 
sone when measured by the granuloma-in- 
hibition test yet did not produce electrolyte 
imbalance. 

Boland* and Bunim et al.* have studied 
dexamethasone in the treatment of rheuma- 
toid arthritis. Both authors found dexa- 
methasone produced no sodium retention and 
had greater antirheumatic activity, milligram 
for milligram, than previously studied corti- 
costeroids. However, increased anti-inflam- 
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DEXAMETHASONE 


TABLE 1.—Dermatoses Treated with 
Dexamethasone 


yA 


Atopic dermatitis 
Eczematous dermatitis_--.- 
Contact dermatitis............... 
Alopecia 
Erythema multiforme 

Dermatitis herpetiformis- - 
Nummular eczema 

Generalized 
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DEXAMETHASONE IN DERMATOLOGY 


matory activity is not synonymous with 
therapeutic superiority. Increased dissocia- 
tion of the anti-inflammatory and antialler- 
gic effects from unwanted side-effects is the 
essential criterion for a “better” corticos- 
teroid. Much further investigation is neces- 
sary to evaluate dexamethasone properly. 


We wish to present our experiences with 
this steroid in the treatment of various 
dermatoses. 


Method 


Forty-seven patients from private practice were 
treated with dexamethasone by mouth. All patients 


TABLE 2.—Effects of Dexamethasone 


Dexamethasone 


Duration Dose, Mg. Prev. Steroid Dose, Mg. 


Treatm., — 


Atopic dermatitis 
Atopic dermatitis 
Psoriasis 

Atopic dermatitis 
Urticaria 

Alopecia totalis 

Atopic dermatitis 
Lichen planus 

Atopic dermatitis 
Eczematous dermatitis 
Erythema multiforme 
Atopic dermatitis 
Contact dermatitis 
Psoriasis 

Urticaria 

Eczematous dermatitis 
Atopic dermatitis 
Nummular eczema 
Dermatitis herpetiformis 


Lichen planus 

Atopic dermatitis 
Contact dermatitis 
Contact dermatitis 
Eezematous dermatitis 
Psoriasis 


Eczematous dermatitis 
Psoriasis 

Atopic dermatitis 
Atopic dermatitis 


Atopic dermatitis 
Urticaria 

Eczematous dermatitis 
Eczematous dermatitis 
Nummular eczema 
Atopic dermatitis 


Atopic dermatitis 
Psoriasis 
Psoriasis 
Urticaria 
Atopic dermatitis 


Contact dermatitis 
Urticaria 

Psoriasis 

Atopic dermatitis 

Atopic dermatitis 
Generalized erythroderma 
Atopic dermatitis 


Diagnosis Initial 


Maint. Side-E flects Steroid * Initial Maint. 


+5 lb.; acne 16 8 
Epigastric distress 

+4 lb.; bloating 

+11 lb.; acne 

+8 lb.; moon facies 

+6 Ib.; jittery 

+5 lb.; increased appet. 

+6 lb. 

Gastrointestinal upset 


+12 lb.; bloating; 
jittery 


+7 Ib.; increased appet. 

Jittery; insomnia 

+5 lb.; bloating; 
moon facies 

+15 lb.; weakness 

+11 lb.; bloating 

+16 lb.; increased 
appet.; jittery 

+11 Ib. 


+5 lb.; moon facies 


+11 increased 
appet.; jittery, 
insomnia 


+10 lb.; bloating; 
moon facies 


* P indicates prednisolone; T, triamcinolone. 
Kanof—Blau 
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ole 14 F 12 3.2 2.0 
15 F 7 4.0 2.0 -- — Thy: 
16 50 M 48 1.6 = 
18 56 M 4 24 — - ~ 
19 51 F 20 3.2 1.2 T 16 6 
2 2 17 1.6 1.2 - 
2 44 4 24 1.6 T 16 
23 59 12 3.2 2.0 T 16 10 
F 21 3.2 2.0 16 8 
2 i 4.0 3.2 T 24 10 
30 «18 «=F 16 1.6 1.5 T 16 6 
32 3.2 0 T 24 16 = 
3300 8 5.0 2.0 _ 
|| 34 38 M 6 6.0 1.5 - 
3 34 «OM 16 3.2 24 T 24 16 
36 37 22 1.6 1.0 P 20 10 
42 31 #M 6 5.0 2.0 
17 3.2 2.5 +7 1b. ~ 
| 45 36 F 7 3.2 24 Acne 
46 66 5 4.0 1.5 16 
oe a F 5 4.0 1.5 


were ambulatory. Their ages ranged from 10 to 
66 years. Twenty-seven were females, and twenty 
were males. Most of these patients had widespread 
eruptions with a marked inflammatory component 
and intense pruritus. Many had been treated with 
other corticosteroids. 

At the beginning of this study, dexamethasone 
was supplied in 0.4 mg. tablets. Later, the tablet 
size was changed to 0.5 mg. The daily amount 
was taken in four doses. The initial suppressive 
ranged from 1.6-6.0 mg. daily (average, 
3.0-4.0 mg.) depending on the nature and severity 
of the dermatosis. When marked clinical improve- 
ment was achieved, the amount of the drug was 
slowly reduced to determine a maintenance level. 
This ranged from 0.4-3.0 mg. (average, 1.6-2.0 
mg.). Patients were observed each week during the 
initial suppressive phase of therapy and at a one- 
or two-week interval thereafter. There were no 
dietary restrictions or supplements. These patients 
were maintained on uninterrupted therapy with 
dexamethasone for 4 to 24 weeks (Table 1). 


dose 


Results 


Dexamethasone has potent anti-inflamma- 
tory and antiallergic activity in the treatment 
of various dermatoses. Seventeen patients 
with atopic dermatitis, seven patients with 
psoriasis, and five patients with urticaria 


showed marked improvement. Contact der- 
matitis, lichen planus, nummular eczema, 
erythema multiforme, dermatitis herpeti- 
formis, eczematous dermatitis, and general- 
ized erythroderma also responded to 
therapy with dexamethasone. Regrowth of 
hair in alopecia totalis was initiated and 
maintained with dexamethasone. The effec- 
tive therapeutic dose will vary with the 
dermatosis. An initial daily dose of 3.0-5.0 
mg. will usually produce a good improve- 
ment within a week. A lower maintenance 
dose can then be established. 

In those patients who had been treated 
with other corticosteroids, the effective dose 
of dexamethasone, milligram for milligram, 
was one-fourth to one-eighth that of. tri- 
amcinolone and up to one-tenth that of 
prednisolone (Table 2). 


Side-Effects 


Effective therapeutic doses of dexametha- 
sone, despite the small amounts required, 
frequently produced annoying side-effects. 
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TABLE 3.—Side-Effects from Dexamethasone 


Weight gain 

Bloating 

Aens..... 

Jittery, insomnia... 
Gastrointestinal 
Moon facies. 


Eighteen patients gained weight while tak- 
ing dexamethasone. The increase ranged 
from 4 to 16 Ib. and was usually associated 
with increased appetite and caloric intake. 
Five patients complained of “bloating,” and 
four showed moon facies and buffalo hump. 
No patients presented weight loss or muscle 
wasting. Three patients developed an acnei- 
form eruption while taking dexamethasone, 
and two complained of mild gastrointestinal 
symptoms. patients were stimulated 
and “jittery” while taking the drug and felt 
that it caused insomnia. No patient in this 
series developed glycosuria. All of these 
side-effects disappeared when the drug was 
stopped (Table 3). 


Summary and Conclusions 


Dexamethasone by mouth was found to 
have marked anti-inflammatory, antipruritic, 
and antiallergic effects in 47 patients with 
various dermatoses treated for 4 to 24 
weeks. 

The initial daily dose of dexamethasone 
required for suppression of these derma- 
toses ranged from 3.0-5.0 mg. The average 
maintenance dose was 1.6-2.0 mg. daily. 

Side-effects are encountered with thera- 
peutically effective doses of dexamethasone. 
Weight gain, “bloating,” and extreme nerv- 
ousness were the most annoying effects. 


580 5th Ave. 
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Ringworm of the Scalp in the Delta of the Rio Grande 


IVAN W. KUHL, M.D., McAllen, Texas 


The presence of tinea capitis in abundance 
in the semitropical delta of the Rio Grande 
river has considerable geomedical implica- 
tions. 

The permanent population of “The Val- 
ley” consists primarily of native Texans of 
Mexican descent and transplanted Midwest- 
erners. There is also a liberal sprinkling 
of natives of Mexico and native Texans of 
European descent, particularly German and 
Scotch-Irish. Negroes form less than 1% 
of the population. It is estimated that 50%- 
60% of the population is of Mexican de- 
scent. 

It also has other transient population of 
special note in the form of two Air Force 
bases, numerous border patrolmen, consid- 
erable oil and gas activity—with its tran- 
sient crews and families, and a burgeoning 
tourist trade. The latter, however, at pres- 
ent, is composed chiefly of senior citizens 
who have little contact with the permanent 
residents, being seasonally congregated in 
tourist facilities for the most part. 

This area is the largest of three populous 
essentially agricultural areas on the Mexican 
border and is, therefore, a mainstream for 
unskilled and semiskilled Mexican immigra- 
tion. In the past it was the wetback’s (and 
his family’s) favorite entry area. At the 
present, it is a great user of bracero labor 
for its winter vegetables and citrus crops 
and summer cotton picking. The winter 


Submitted for publication Dec. 19, 1958. 


vegetable and citrus care and harvest pro- 
vide the migrant workers with work in a 
warm climate which the Latin prefers by 
nature. 

The mechanization of American farms 
and the shift of the population from rural to 
urban in predominance has left seasonal 
“vacuums” in unskilled semiskilled 
labor for our rural areas. This demand has 
been met by seasonal importation of labor 
from many areas—the West Indies, Mexico 
(bracero), the South (Negro), and the 
Southwest (Latin-American). Those labor- 
ers imported from outside the United States 
are screened by the Immigration Service, 
but domestic migration is unscreened. 

The seasonal migration of Latin-Amer- 
ican workers from “The Valley” has been 
occurring for the past half céntury. It was 
instigated by the recruiters of sugar beet 
companies for cultivation and harvest of 
their crops. The mechanization of sugar 
beet harvesting in the past 10 years has 
decreased the demand for this labor, so the 
migrants have sought to sell their services 
in the groves, orchards, cotton, and vege- 
table fields of the West, Midwest and South. 
The official figures of the Texas Employ- 
ment Commission in 19561? and 1957? 
showed these workers went to 35. states, 
including all except New England, New 
York, New Jersey, Pennsylvania, West Vir- 
ginia, North Carolina, Nevada, Maryland, 
and Alaska. 


TaBLe 1—Sex« 1 Type Incidence of Cases of Tinea Capitis 


Totals T. Tonsurans 


136 95 
135 108 
203 


271 


M. Canis 


T. Violaceum T. Gypseum M. Fulvum 
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RINGWORM OF SCALP IN DELTA REGION 


The size of the out-of-state migration is 
not tremendous but is impressive. The 
Texas Employment Commission estimates 
that these figures comprise 75% of the 
migration from “The Valley” area. In 1956, 
734 crews were registered, consisting of 
17,282 people, of which 5,368 were non- 
workers (children primarily). In 1957, 
1,018 crews consisting of 24,331 people 
(7,778 nonworkers) were registered. The 
internal (follow the cotton picking) Texas 
migration amounted to 18,782 workers in 
1956 and 14,397 workers in 1957. 

In addition to these “homing pigeons,” 
a considerable number of these Latins over 
the years stayed in northern states. They 
may act as foci of infection or as tempo- 
rary foci when they act as hosts for their 
transient cousins. 


Experience 


For two years cultures were done on 
every case of tinea capitis seen in my office, 
and the results are herein reported. Only 
cases grown successfully are tabulated. 

In this time, 271 patients having tinea 
capitis with positive cultures were seen. One 
patient who had Microsporum canis and 
Trichophyton-tonsurans simultaneously ap- 
pears as two Cases. 

There was one case of M. canis infection 
in a 27-year-old Latin woman, but all other 
adult cases were T. tonsurans. 


Comment 


The mature age group was entirely femi- 
nine. Women usually have closer and more 
persistent natural familial contact with juve- 


TaBLE 2.—Age and Sex Incidence of Cases of 
T.-Tonsurans Infection of the Scalp 


Totals 


Kuhi 


niles than their masculine counterparts. 
This (feminine preponderance) incidentally, 
agrees with Pipkin’s* figures. It also is 
interesting to note that of these adult cases 
six refused treatment, despite the fact that 
some were found on contact investigation as 
likely sources for juvenile cases in their own 
families. 

Because of the distribution to include all 
age groups (to age 70 in this series) and 
the long potential duration (30 years longest 
here), T. tonsurans is particularly prone to 
become widely distributed geographically. 
Its benign nature in the cases of long dura- 
tion makes it only slightly bothersome; 
therefore a person may be an unsuspected 
carrier for many years. 

Although the tinea cases were prepon- 
derantly Latin-American (799% —215 cases) 
and the T. tonsurans cases were more pre- 
ponderantly Latin (85% —173 cases), I feel 
this difference does not represent a specific 
susceptibility. The difference can be ex- 
plained on the basis of exposure because of 
economic and socioeconomic factors. 

The general trend of northward decreas- 
ing preponderance of T. tonsurans* from 
Gonzalez Ochoa’s 89.4% (in Mexico City) 
through the Valley’s 75%, Pipkin’s 20.6% 
(San Antonio), Seale’s 20.6% (Houston), 
to Indianapolis’ 2.2%, tends to confirm 
Pipkin’s thesis that the infection is an 
Cases have been 


invader from Mexico. 


reported from many of the states being “‘in- 


vaded” by our Latin migratory workers— 


and will continue to be seen, I am sure. 


Summary 


This paper confirms Pipkin’s designation 
of south Texas as an endemic area of T. 
tonsurans scalp infections (75%) and out- 
lines the mechanics of its principal mode 
of spread from this endemic area. It 
written to emphasize the necessity for der- 
matologists in the United States to maintain 
a high index of suspicion for this resistant 
and deceptive type of tinea capitis. 
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A Preliminary Report 


Erythromycin in the Treatment of Early Syphilis 


Cc. HUNTER MONTGOMERY, M.D., and JOHN M. KNOX, M.D., Houston, Texas 


In 1953, Keller and Morton! first re- 
ported on the treponemicidal properties of 
erythromycin in vitro, utilizing a variety of 
treponemal strains. They reported culti- 
vatable treponema to be very susceptible to 
the action of erythromycin. The following 
year, Turner and 
their report by comparing the effectiveness 


Schaeffer? confirmed 
of various antibiotics in experimental rabbit 
syphilis. They found Treponema pallidum 
more sensitive to erythromycin and car- 
bomycin than to any of the other antibiotics 


except penicillin and suggested further 
therapeutic trials. On the other hand, 


Kolmer* in a similar comparative study 
reported both oxytetracycline and_ tetracy- 
cline superior to erythromycin in treponemi- 
cidal properties. 

In 1954, Schoch re- 
ported on four patients with early syphilis 
treated with 200 mg. of oral erythromycin 


Alexander and 


four times daily for eight days (total dose 
of 6.4 gm.). T. pallidum disappeared from 
the lesions in 24 to 30 hours, and healing 
occurred as promptly as was usual with 
any other therapeutic agent. More recently, 
presented 27 early 
syphilis he had treated with erythromycin. 


Montero ® cases of 
Twenty-one cases received 400 mg. and five 
cases 300 mg. three times daily for 10 days 
(total doses of 9 and 12 gm.). Twenty of 
these patients were darkfield positive before 
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treatment, and all became darkfield negative 
within four days. All cases were seroposi- 
tive prior to therapy, and on observation 
that varied between two months and two 
years all became seronegative or showed 
reductions in titer. 
While the 


other than erythromycin have been found to 


many of newer antibiotics 
possess antisyphilitic activity, carefully stud- 
ied dosage schedules for these antibiotics 
have been relatively large by comparison 
with the previously cited erythromycin re- 
ports. Rodriguez et al.,° using a total dose of 
70 gm. of chlortetracycline; Taggart et al.,* 
using approximately 30 gm. of either 
chlortetracycline or chloramphenicol, and 
Robinson,* using 48 gm. of oxytetracycline 
have all obtained good results in the treat- 
ment of early syphilis. More recently, 
Hookings and Graves ® have evaluated car- 
bomycin in a total dosage of 21 gm. given 
over a period of 10 days with equally good 
results. Most workers have recommended 
larger dosages for late symptomatic syphilis, 
especially cardiovascular and neurosyphilis. 
Dosages of this magnitude, while effective, 
have been very expensive in comparison 
with penicillin and nearly prohibitive for 
use in public health venereal disease clinics. 
Our present study was undertaken to evalu- 
ate further the use of relatively small total 
dosages of erythromycin in the treatment of 


early syphilis. 


Method of Study 


Forty darkfield-positive cases of early syphilis 
have been treated with a total dosage of 9 to 10 
gm. of oral erythromycin stearate or 2 gm. of 
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TREATMENT OF EARLY SYPHILIS—ERYTHROMYCIN 


intramuscular erythromycin ethyl succinate.* The 
time dosage schedules employed were as follows : 


250 mg. orally q. i. d. for 10 days, 


500 mg. orally q. i. d. for 5 days, lc ae g 
750 mg. orally q. i. d. for 3 days, ‘3 
200 mg. I. M. o. d. for 10 days. a #e 5 
When possible, darkfield examinations were done — : 
daily until negative on two consecutive days. Serum - #238 
serologic tests were done monthly for one year. ae 
Spinal fluid cell counts and serologic tests were 
obtained at the end of a year’s follow-up. All 5 Sos 
patients reported have had a minimum of three 
Results 
The results of therapy with 1 gm. of P ram 
erythromycin daily for 10 days are shown /~ | * aan 
in Table 1. T. pallidum disappeared from 
lesions in 24 to 96 hours. Nineteen of the 
twenty-one patients have had_ reductions a 
from their original VDRL titer or remained >|“ 2 8 
seronegative. There have been two treat- = | 
ment failures. One patient developed a 3 
second darkfield positive chancre at the site | 
of his original lesion. The other patient had 3 2222 
a serologic relapse five months after therapy. 
Average follow-up for the group has been 
five months. Two prepartal patients with = 
secondary syphilis are included in Table 1. = el ee a 
Patient 13 was four months pregnant when = Ae ‘i E 
treatment was begun and after one month 
had a septic abortion of unknown cause. Fa 
Pathologists were unable to establish a 
syphilitic etiology on examination of the ai © | 3 
fetus. She received 10 gm. of tetracycline z | z 
over a seven-and-one-half day period at the Pe 2 | 3 
time of abortion. Her serologic titer had 
begun to fall at the time of abortion, and 2\. 14 
she has failed to show evidence of relapse. 3 | 3 
The other patient, No, 20, was seven months + 5 
pregnant when treatment was initiated. She ae: +4 3 
had a normal, uncomplicated term delivery | ls 
of a viable infant. Cord blood had a 
VDRL of 1:1 at the time of delivery, but 2 > Pp . 
the child showed no evidence of congenital 
passive transfer of reagin from the mother. 2 | q 
The infant will be reevaluated at three 3 88 
| 


months of age. 


* Supplied as Erythrocin and Erythrocin I. M. 
by Abbott Laboratories, North Chicago, III. 
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TasL_e 3.—Erythromycin in the 
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Treatment of Early § 


Darkfield, Days 


Patient Diagnosis 


Primary 

Secondary 

Secondary 

Primary 

Primary 

Primary 

Primary NR 


The follow-up on patients treated with 
2 gm. of erythromycin daily for five days is 
shown in Table 2. The disappearance time 
of spirochetes varied from 24 to 76 hours; 
however, only 1 patient was still darkfield 
positive at 48 hours. All were seropositive 
at the onset of therapy, and five have now at- 
tained seronegativity. There have been four 
treatment failures. One of these failures 
occurred eight months after therapy, was 
preceded by six months of seronegativity, 
and in all likelihood represents a reinfection. 
Two patients have completed a year’s fol- 
low-up, at which time cerebrospinal fluid 
examination revealed normal cell counts and 
nonreactive Kolmer complement-fixation 
tests. The average follow-up on this dosage 
schedule has been seven months. 

The results of treatment with 3 gm. of 
erythromycin daily for three days are shown 
in Table 3. Darkfield negativity was_at- 
tained by 48 hours with the exception of 
one patient, who was positive at 72 hours. 
Six of the seven patients have been re- 
treated; three for a serologic relapse and 
three for recurrent darkfield positive lesions. 
The husband of one of the patients was 
completely uncooperative, refusing either 
examination or treatment in our clinic or 


TABLE 4.——Erythromycin in the 


VDRL in Dilutions Mo. 


NR 
Relapse 
Relapse 
Relapse 
Relapse 
Relapse 
16 Relapse or reinfection 


* Dosage: 750 mg. orally q. i. d. for 3 days. + indicates positive; —, negative; WR, weakly reactive; NR, nonreactive. 


by a private physician. Therefore, it is pos- 
sible that she represents reinfection or 
relapse. Only one seronegative primary pa- 
tient has failed to show evidence of relapse 
after eight months, 

The results of therapy in two patients 
treated with 200 mg. of erythromycin 
intramuscularly daily for 10 days are shown 
in Table 4. Darkfield examinations were 
negative within 48 hours after the onset of 
therapy. One of these patients has attained 
seronegativity, and the other has had a 
reduction in titer and has shown no evi- 
dence of relapse. Both of these patients 
have a five-month follow-up. 


Comment 


At this time, two patients on the oral 
10-day treatment schedule have shown evi- 
dence of treatment failure. Numerous treat- 
ment failures have occurred on both of 
the shorter courses of therapy, even though 
the total dosages were comparable. This 
was not surprising, since, in 1946, Eagle 
et al.!° using penicillin in experimental 
rabbit syphilis, demonstrated that the longer 
the duration of therapy the smaller the 
total dosage of penicillin necessary for cure. 


Darkfield, Days 
Patient Diagnosis 7 3 4 


39 Primary + 
40 Secondary 


Treatment of Early Syphilis * 


VDRL in Dilutions, Mo. 


0 l 2 3 4 


WR NR NR NR NR 
64 16 8 4 4 


* Dosage: 200 mg., I. M. 0. d. for 10 days. + indicates positive; —, negative; WR, weakly reactive; NR, nonreactive. 
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TREATMENT OF EARLY SYPHILIS—ERYTHROMYCIN 


Apparently, this same principle holds true 
for erythromycin. 

On numerous occasions we encountered 
deviations from the prescribed drug sched- 


ules on the oral program. For this reason 
there has always been objection to the use 
of self-administered medications in the 
treatment of venereal The good 
results obtained in two patients treated with 
intramuscular erythromycin have been en- 


disease. 


couraging in this regard. 

Side-effects have been minimal in patients 
the daily 
erythromycin. The use of 3 gm. daily has 


receiving smaller dosages of 


been associated with abdominal 
cramps, and diarrhea. Whether the diarrhea 
was sufficient to have interfered with ab- 
Side- 
effects, the 
interruption or discontinuance of the drug. 


nausea, 


sorption of the drug is not known. 
however, never necessitated 

That relatively small dosages of eryth- 
romycin exert a definite antitreponemal ef- 
To establish 
whether either the oral or the intramuscular 


fect has been demonstrated. 


10-day dosage schedule represents adequate 
therapy for early syphilis will require con- 
tinued evaluation. It seems obvious that the 
three- and five-day dosage schedules are not 
adequate and it is doubtful that any of the 
schedules employed will prove altogether 
effective. Schedules using larger total dos- 
ages of erythromycin are now being evalu- 
ated. 


Summary 


Erythromycin, 250 mg., orally q. i. d. for 
10 days, in the treatment of early syphilis 
has resulted in two treatment failures in 
21 patients followed a minimum of three 
months. Two patients on this schedule were 
pregnant, one of whom had an abortion of 
unknown etiology, while the other delivered 
an apparently uninfected child. 

Erythromycin, 500 mg. orally q. i. d. for 
five days, resulted in treatment failures in 
4 of the 10 patients. 

Erythromycin, 750 mg. orally q. i. d. for 
three days, resulted in treatment failures in 
six of the seven patients. 


Montgomery—Knox 


Two patients treated with 200 mg. of 
erythromycin intramuscularly in single daily 
injections for 10 days have been followed 
five months without evidence of relapse or 
reinfection. 

Dr. Marolyn M. Cowart, Dr. Thomas D. Swaf- 
ford, Dr. Lawrence E. Lundgren, and the personnel 
of both the Houston Health Department Labora- 
tory and the Venereal Disease Clinic cooperated in 
this study. 


Venereal Disease Clinic. 
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The Psoriatic Process 


In 1893, Audry! postulated that defec- 
tive epidermal keratinization or cornifica- 
tion was the essential pathological feature 
This hypothesis, based on 
histological studies, has been amply justified 
by recent biochemical investigations. How- 


of psoriasis. 


ever, before entering into a discussion of 
these recent findings, it would be well to 
reiterate Flesch’s definition of the processes 
cornification or rather in the 
maturation of the human epidermis.? He 


involved in 


has called the consolidation of fibrous keratin 
precursors keratinization and the decomposi- 
tion of cellular proteins or the formation 
of nonkeratinous components, in the horny 
layer, differentiation. These terms will be 
used forthwith in this paper. 

Concerning keratinization, it has been 
found that, in psoriasis, a fibrous protein 
can be extracted from the scales, which is 
similar or identical with tonofibrin, which 
has previously been isolated from normal 
cellular epidermis.* This protein appears 
to be a fibrous, keratin precursor, with no 
sulfur content. Electron microscopic studies 
gave evidence that it might be the protein 
forming the tonofilaments in the epidermal 
cells which were described by Selby.4| The 
experiments, which will be discussed here, 
give further support to this theory. This 
fibrous protein cannot be extracted from cal- 
lus, in which we presume that keratinization 
is complete. 

In psoriatic horny layers, three major 
occur in the process of dif- 
There is an increase in water 


anomalies 
ferentiation. 


Submitted for publication Jan. 14, 1959. 
From the Department of Pathology, Memorial 
Hospital. 
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soluble proteins, a decrease in free amino 
acid content, and an increase in the amount 
of pentoses.2° Of these soluble proteins, 
the most significant is glycoprotein,* 
with a carbohydrate content of 4.5 mg. %. 
This protein contains sulfhydryl groups and 
the carbohydrate radical consists of a 
sulfated mucopolysaccharide, probably chon- 
droitin sulfate* In water extracts of 
psoriasis scales, this protein can be isolated 
together with a free sulfated mucopolysac- 
charide.® 

The decrease in free amino acid content 
and polypeptide content of psoriatic scales, 
has been thought to be due to decreased 
aminopeptidase activity,’ though more re- 
cent studies have not confirmed this.* 
free 


Both combined are 


9 


pentoses 


greatly increased psoriatic scales 
Deoxyribose is also elevated, and the as- 
sumption has been made that these findings 
reflect with 


increased production and incomplete decom- 


abnormal nuclear metabolism 
position of nuclear proteins. This idea is 
supported by the finding of nucleoprotein 
in psoriatic scale extracts.* Ultraviolet ab- 
sorption studies of such extracts reveal a 
nucleoprotein content of approximately 5%. 

Our aim has been to study the anomalies 
of keratinization differentiation in 
psoriasis, not in scale extracts, but in the 
pathological epidermis itself. Keratinization 
has been studied by polarization optical 
methods; differentiation, by the affinity of 
glycoprotein and free mucopolysaccharide 
for certain dyes. 

*In a recent single experiment, a glycoprotein, 
similar in chemical characteristics to that extracted 
from psoriatic scale, was isolated from synovial 
fluid from a case of psoriasis arthropathica. This 
glycoprotein was not found in samples of synovial 
fluid from a patient with rheumatoid arthritis.” 
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PSORIATIC (PROCESS. 


Methods and Materials 


A. Polarization Microscopy—In investi- 
gations, a Reichert monocular microscope was used, 
fitted with polaroid disks as substage polarizer and 
tube analyzer. A Retina IIC camera with a 
Schneider Xenar coated F28 lens was attached for 
photographic records. The sign of birefringence 
was determined by means of a first-order red- 
retardation plate, used as described by Schmitt.” 

Birefringence was referred to the optic axis of 
the component fibrous structure in the histological 
material under examination.” 

The following specimens were examined using 
this equipment : 

1. Unstained sections of callus and scales from 
cases of psoriasis and ichthyosiform erythroderma, 
cut perpendicular to the surface place 

2. Whole mounts of callus and scales from cases 
of psoriasis and ichthyosiform erythroderma 

3. Vertical sections of normal, hyperkeratotic, 
and psoriatic skin. 

The scales and callus were fixed in 1% trichlor- 
80% ethyl alcohol, embedded in 
paraffin and sectioned to 6u thickness. 


acetic acid in 

The sections were deparaffinized with xylene and 
mounted in synthetic resin. 

The whole mounts were cleared with xylene and 
mounted in synthetic resin with the free surface 
uppermost. 

The skin samples were fixed in 10% formalin 
and embedded in parattin. Sections were cut to 3u 
thickness, cleared, and mounted as described above. 

B. Histochemistry —The modification of the 
Gram-Weigert stain, used by Johnson et al.” in the 
demonstration of cat-tongue keratins was applied to 
A buffered thionine 
stain described by Lillie’* was applied for the 
demonstration of metachromatic substances (Sec- 


the sections described above. 


tions were stained for 30 minutes in 0.05% thionine 
in a 0.01 M acetate buffer). 

The Alcian blue technique used by Goltz et al."* 
followed in order that acid mucopolysac- 
charides might be distinguished. These three stain- 
ing methods were used before and after incubation 
of the sections with testicular hyaluronidase (10 
mg/100 ml. in a phosphate buffer at pH 6.5 for 
60 minutes at 37 C). Barrnett and Seligman’s di- 
hydroxldinaphthyl disulfide method for sulfhydryl 


was 


groups * was also utilized. 

The Gram-Weigert stain, as applied in the stain- 
ing of sections, was also used to investigate the 
dye affinity of samples of the fibrous protein and 
the glycoprotein isolated from extracts of psoriasis 
scales. 


Results 


A. Polarization Microscopy.—Psoriasis 
scale sections reveal a system of birefringent 
fibers, running perpendicular or at an angle 
to the surface plane (Fig. 1). These are 
fine fibers or fibrils which under high-power 
magnification can be seen to run tangentially 
to the nuclei in the parakeratotic cells or 
from the nucleus to the cell margins. In 
addition, there scattered groups of 
wider, more intensely birefringent fibers, 
parallel to the surface plane (Fig. 2). Both 
types of fibers show a maximum brightness, 
with their longitudinal axes set at 45 degrees 
from the polarizing directions of the 


are 


polarizer and analyzer. The sign of birefrin- 
gence is positive in each case with respect 
to the longitudinal axis. The fibers running 


1—Vertical section of 
scale, showing 
fringent fibers running perpen- 
dicular or at an angle to the 
surface plane; X 200. 


Fig. 


psoriatic bire- 
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Fig. 2.—Vertical section of 
psoriatic scale, showing perpen- 
dicular birefringent fibers and 
groups of mature keratin fibers 
parallel to the surface plane; 


x 400. 


Fig. 4.—Vertical section of 
callus, showing mature keratin 
fibers, parallel to the surface 
plane, under polarized light; 


400. 


Fig. 3—High-power magnifi- 


cation of section of psoriatic 


scale, showing birefringent 
tonofibrillar system of the para- 
keratotic cells with lateral ag- 
gregation of fibers in some 
areas; XX 900. 


j 
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through the parakeratotic cells closely re- 
semble the birefringent fibrillar system of 
the normal cellular epidermis, though they 
are more numerous and packed together 
(lig. 3). The parallel fibers resemble the 
normal doubly refractile fibers seen in callus 
(Fig. 4). 

Whole mounts of psoriasis scale confirm 
these findings, showing that most of the 


Fig. 6—Whole mount 
of callus, showing bire- 
fringent fibers parallel to 
the surface, arranged in 
whorl pattern related to 
ridges and grooves. A 
sweat duct is prominent 
in the center of the field; 
reduced 45% from mag. 


(a) X 200; (b) X 400. 


fibers are perpendicular to the surface plane 
and that the normal pattern of callus is 
lost, though the circularly oriented fibers 
round the sweat duct openings remain. In 


whole mounts of scales from ichthyosiform 
erythroderma and callus, the oriented fibers 
are parallel to the surface (ligs. 5-7). 
The parallel and intense form of bire- 
fringence first appears in the keratogenous 
zone. This is sections of 


best seen in 


Fig. 5—Whole mount 
of psoriatic scale. The 
birefringent fibers are 
perpendicular to the sur- 
face plane except where 
there are small groups of 
mature keratin fibers. 
Note the persistance of 
circularly oriented fibers 
around the opening of a 
sweat duct; Reduced 50% 
from mag. (a) X 200; 
(b) X 400. 


hyperkeratotic epidermis from the sole of 
the foot. 
fringent system of tonofibrils is seen very 
clearly, directed in the deeper layers of the 
stratum Malpighii, 
surface and more superficially, at various 


In these sections, too, the bire- 


perpendicular to the 


angles to the surface. However, in general, 
the plane of orientation of the tonofibrils is 
at right angles to the fibers in the corneal 


layer (Fig. 8). These latter findings con- 
firm earlier observations.'®'* This pattern 
is not followed in the psoriatic epidermis. 
Here, the tonofibrils appear to be reduced 
in number or else they are not sufficiently 
oriented to show anisotropy. This tonofibril- 
lar system the 
many Near 
the surface, the fibrils are clumped and their 


reaches the surface of 


psoriatic epidermis in areas. 


angle to the surface plane is reduced. The 


Fig. 7.—Whole mount 
of scale from ichthyosi- 
form erythroderma, show- 
ing similar 
birefringent fibers to that 
seen in callus; reduced 
35% from mag. (a) X 
200; (b) & 400. 


pattern of 
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Fig. &—Vertical section of hyperkeratotic epi- 
dermis, showing birefringent keratin fibers in 
corneal layer and tonofibrillar system of the Mal- 
pighian layer, the latter mainly perpendicular to the 
surface plane; 200. 


intense birefringence of a keratogenous 
zone is absent. However, in some areas 
there are fibers running parallel to the 


surface, though these do not form a coherent 


layer (Tig. 9). 


Fig. 10.— Exfoliated 
keratotic cells of psoriatic scale 
showing variable Gram-positive 
staining of the cytoplasm; x 


1,000. 


para- 
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Fig. 9.—Vertical section of psoriatic epidermis, 
showing persistance of birefringent tonofibrillar 
system throughout and only a few groups of fibers 
parallel to the surface, representing the corneal 


layer; XX 200. 


Bb. Histochemistry.—In the psoriatic le- 
sion, a Gram-positive zone is seen in the 
upper third of the epidermis. This zone is 
increased in width following incubation of 
the specimen with testicular hyaluronidase. 
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Fig. 11—Vertical section of psoriatic scale, 
stained with thionine, showing distribution of meta- 
chromatic material within the parakeratotic cells; 
(a) X 200; (b) X 900. 


The parakeratotic cells of psoriatic scale 
take up the Gram stain to a variable extent. 
These cells are never filled with Gram-posi- 
tive material, there remains a Gram-negative 
zone at the periphery of their cytoplasm. 
However, the Gram-positive area is not 
limited to the cell nucleus and, in some cells 
where a nucleus cannot be defined, there is 
stll a Gram-positive area (lig. 10). 

In the normal and hyperkeratotic epider- 
mis, the keratohyalin granules are Gram 
positive and there is some Gram-positive 
material around the base of the hair fol- 
licles. Callus and scales from ichthyosiform 


erythrodermia are Gram negative. 


Fig. 12.— Vertical section of 
psoriatic epidermis showing distri- 
bution of sulfhydryl groups; & 400. 


The fibrous protein isolated from psoriatic 
scales is Gram negative, while the glycopro- 
tein is Gram positive. 

Thionine staining of the psoriatic epider- 
mis reveals a zone of intense metachromasia 
similar in distribution to the Gram positive 
area. Many cells in the psoriatic scale con- 
tain large amounts of metachromatic ma- 
terial in their cytoplasm, though the degree 
of metachromasia varies from cell to cell. 
This metachromasia is destroyed by testicu- 
lar hyaluronidase (lig. 11). No metachro- 
matic material is seen in sections of callus 
or scales from ichthyosiform erythroderma. 
A few metachromatic granules are seen in 
the normal epidermis, probably correspond- 
ing to keratohyalin granules. 

The Alcian blue stain is taken up to a 
moderate extent by the psoriatic scales, but 
it appears to be mainly intercellular in dis- 
tribution, though a few positive granules are 
seen within the parakeratotic cells. 

It does not parallel the distribution of 
thionine metachromasia. Some Alcian blue- 
positive material can be seen in scale from 
ichthyosiform erythrodermia but not in cal- 
lus. Testicular hyaluronidase does not ap- 
pear to alter the affinity of psoriatic or 
other scales for this dye. 

Sulfhydryl groups can be demonstrated 
in psoriatic scale by the Barnnett-Seligman 
technique. The characteristic staining is 
intense in this scale, but it is diffuse, and 
it has not been found possible to localize it 
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within the parakeratotic cells. In the psori- 
atic epidermis, intense staining occurs in 
the upper part of the Malpighian layer, as 
well as in the parakeratotic horny layer 


(Fig. 12). 
Comment 


It appears that, in psoriasis, the doubly 
refractile system of tonofibrils persists 
throughout the epidermis and is also found 
in the exfoliated scale, with little modifica- 
tion except for the lateral aggregation of 
fibers. This is particularly interesting, in 
view of the previous finding that a fibrous 
protein can be extracted from psoriatic 
scale, which is similar to and _ probably 
identical with tonofibrin, believed to be the 
protein of the tonofibrils. Oriented fibers of 
examined by 
under 


proteins have been 


optical 


these 
polarization methods and 
similar circumstances, their degree of bire- 
fringence is identical, This subject will be 
discussed more fully elsewhere. 

Mercer '* has followed epidermal keratin 
formation by electron microscopy, and he 
has described two distinct types of keratini- 
zation in normal tissue: an early fibril, with- 
out a_ precursor, to the 
tonofibrils, and a later fibril, with keratohya- 
He has suggested that 


corresponding 


lin as precursor. 
polarization optical studies support these 
findings. The fibrils in the lower part of the 
epidermis, before the appearance of kerato- 
hyalin, are weakly birefringent and at right 
When keratohyalin 
sudden 


angles to the surface. 
transformation occurs, there is a 
rise in birefringence and orientation is more 
nearly parallel to the skin surface. 

However, in psoriasis the granular layer 
is absent and with it the keratohyalin 
granules. Therefore, it may be postulated 
that epidermal keratinization can proceed 
only from one source, the tonofibrils and 
thus it remains in an immature condition. 
The absence of keratohyalin granules in 
psoriasis is based on histological studies 
with a light microscope and until we have 
electron microscopic data, it will be impos- 
sible to confirm this theory. 
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The histochemical findings support previ- 
ous biochemical work in which mucopolysac- 
charides and glycoprotein were found in 
psoriatic scale extracts. Of particular inter- 
est is the interpretation of the Gram stain. 
has stated, both with relation to 
micro-organisms and to keratins that the 
Gram-staining mechanism involves sulfhy- 
dryl groups. Libenson and McIlroy were 
unable to confirm Fischer’s claim and were 
able to show that basic proteins are also not 
involved. Johnson et al.,!* in following the 
Gram staining of cat tongue’ keratins, 
showed that toluidine blue staining coincides 
with Gram-positive areas. They also showed 
that certain reactive groups of protein are 
concerned in the reaction, since positive 
staining is destroyed by deamination. Henry 
Stacey implicated magnesium 


and have 
ribonucleate as the causative agent. How- 
ever, their findings were not reproduced by 
MacLeod et al., who,?! therefore, were of 
the opinion that magnesium ribonucleate 
plays a minor part in the Gram reaction.*# 
lurther, it was shown by Panijel that pro- 
tein of Ascaris male gametes alone may give 
a Gram-positive reaction.24 Johnson and 
co-workers also showed that in the case of 
cat-tongue keratins, nucleic acid extraction 
did not abolish the stain. Our work demon- 
strated that Gram staining corresponds more 
or less accurately to the distribution of 
metachromasia, produced by thionine. This 
metachromasia is believed to be due to the 
presence of intracellular glycoprotein and 
mucopolysaccharides containing ester sul- 
fates. It may be noted that Gram-positivity 
of the nuclei of the parakeratotic cells is 
associated with metachromasia. 

The Alcian blue staining, demonstrating 
substances of acidic nature, notably acid 
mucopolysaccharides, is not similar to the 
Gram-positive or metachromatic areas in 
the psoriatic scale and, in this material, 
Gram staining cannot be related to the 
presence of sulfhydryl groups directly. The 
finding that the fibrous protein from psoria- 
sis scale is Gram negative suggests that the 
Gram stain is not specific for keratins or 
prekeratins as such; rather, we have ac- 
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cumulated evidence that in these keratiniz- 
ing cells, the Gram stain is taken up by 
the soluble protein, which is involved in 
the process of differentiation. In these 
psoriatic cells, it is known that there is a 
glycoprotein which is Gram positive and the 
hypothesis is put forward that this material 
takes the Gram stain. 

The role played by this glycoprotein has 
not been fully established. Sylven** has 
pointed out that ester sulfates seem to play 
a part in the supply of sulfurous constit- 
uents for keratin synthesis and should be 
regarded as labile sulfur-bearing com- 
pounds. Montagna and Hill?® found that 
the uptake of labeled sulfate in the rat hair 
papilla coincided with metachromasia. It 
was also recently found that sheep can syn- 
thesize cystine from sulfate in the hair 
follicle.2* Lewis has found that, in the 
rumen of sheep, sulfate is reduced to sulfide 
by sulfate-reducing bacteria, and he has 
suggested that the reduced sulfur is used 
in the production of sulfur containing amino 
We 
keratinizing epidermis, mucopolysaccharides 
containing ester sulphur are hydrolyzed, 
the sulfates reduced to sulfide and the sulfur 


acids. may surmise that in normal 


built into the keratin molecule. It has been 
shown that in frozen sections of the normal 
epidermis Schiff-positive material is present 
lucidum the 
fibrils in the cells of the Malpighian layer, 


in the stratum and between 


especially in the keratogenous zone.*° 


Further, Braun-Falco et al. have demon- 


strated intercellular acid mucopolysaccha- 
ride, by the Hale-(periodic acid-Schiff), 
PAS-staining reaction, in the normal Mal- 
pighian layer, as well as certain 
pathological states.*° 

We do not know the source of these 
mucopolysaccharides. However, Curran *! 
has recently shown that they are elaborated 
in and around the endothelia of capillaries. 
In the skin, therefore, they may be formed 
in connection with the capillaries of the 
dermis. The capillary dilatation in the upper 
part of the psoriatic dermis is well known. 


3raun-Falco has drawn our attention to it 


Roe 


again and has noted changes in the dermal 
ground substance with release of acid muco- 
polysaccharides.** This, he considered, was 
a process of unmixing or depolymerization 
with disturbances in the normal com- 
bination between proteins and acid muco- 
polysaccharides. 

The ingestion of anticoagulant drugs, 
such as heparin and dextran sulfate, has 
been followed on numerous occasions by 
alopecia and nail changes.***° Tudhope et 
al.*® have suggested that these drugs produce 
their effect by interfering with the normal 
metabolism of naturally occurring sulfated 
mucopolysaccharides. Flesch,** in reviewing 
the whole subject of mucopolysaccharides 
in the human epidermis, has postulated that, 
not only hair loss from anticoagulant sub- 
stances, but also hair loss from excessive 
intake of vitamin A, and the condition called 
alopecia mucinosa may be due to disturb- 
ances of a hypothetical mucopolysaccharide 
metabolic chain. 

The presence of glycoprotein and sulfated 
mucopolysaccharide in the psoriatic epider- 
mis may represent an abnormal metabolic 
pattern whereby labile sulfur is not avail- 
able for incorporation the 
molecule. 


into keratin 

Perhaps, indeed we have an alternative 
pathway in which ester sulfate is built up 
into the glycoprotein and keratin matura- 
with a 
molecule. We may 
speculate from Mercer’s observations ! that 
this metabolic error prevents the formation 
and deposition of keratohyalin, though proof 


tion stops at a prekeratin stage, 


sulfur free fibrous 


of this theory must await experimental evi- 
dence. 

The psoriatic process remains an enigma. 
Our findings suggest that it may be valuable 
to reopen investigations of sulfur metabo- 
lism in this disease, directing our attention 
to sulfatases and their activators, which 
must be involved in the synthesis of the 
keratin molecule. Finally, the biochemical 
relationship of psoriasis to psoriatic arthritis 
requires elucidation before we can hope to 
obtain a clear picture of the pathogenesis of 
this disease complex. 
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Summary 


Polarization optical methods were used to 
investigate the anomaly in keratin forma- 
tion existing in psoriasis. It was found 
that the birefringent tonofibrillar system 
persists throughout the psoriatic epidermis 
and in the psoriatic scale. 

Histochemical studies were undertaken 
to localize mucopolysaccharides, glycopro- 
tein, and sulfhydryl groups in psoriatic epi- 
dermis and in control material. In particular, 
a modification of the Gram-Weigert stain 
was applied, and it was shown that Gram- 
positivity in the psoriatic scale and epidermis 
approximately parallels the distribution of 
metachromasia induced by thionine. It was 
concluded that there is an accumulation of 
an abnormal glycoprotein in the psoriatic 
epidermis. 

The relationship of this glycoprotein to 
the keratinization anomaly was discussed. 
It was suggested that psoriasis represents a 
systemic error of sulfur metabolism in 
which sulfate is built up into the glycopro- 
tein and becomes unavailable for synthesis 
of sulfur-containing amino acids and, hence, 
of keratin itself. 


1101 N. Broom St. 
Addendum 


Recent experiments have shown that the 
substances stained by the Gram method and 
by thionine are not identical. 
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Double-Blind Evaluation of 


An Oral Antipruritic 


IRVING D. LONDON, M.D., Montgomery, Ala, 


Recently, a phenothiazine derivative, trimeprazine 
(Temaril *), was reported on?’ in fairly glowing 
terms as being valuable in the relief of itching 
when taken orally. For example, Callaway and 
Olansky* found that 82% of their patients with 
various skin conditions obtained good or excellent 
relief of itching while taking the drug. Because 
of Kligman’s® criticism of the lack of controlled, 
double-blind studies in the enthusiastic reports on 
trimeprazine, | was stimulated to determine whether 
the antipruritic effects ascribed this drug would 
stand the rigors of a controlled, double-blind evalu- 
ation, 


Patient Selection 


This study was carried out in 104 patients (33 
males and 72 females) from private practice, who 


All the 


patients were selected on the basis of severe itching 


ranged in age from 10 years to 8&8 years. 


associated with common dermatologic, allergic, or 
In general, itching had been 
present for periods varying from a week to several 


systemic disorders. 


years or more, and many patients had taken other 
drugs previously with poor results. For purposes 
of tabulation, the patients were grouped according 


to the primary cause of their itching as follows: 
Submitted for publication Nov. 18, 1958. 
* Chemically, trimeprazine is d/-10(3-dimethyl- 
amino-2-methylpropyl) phenothiazine. 


Clinical Notes, New Instruments 


and ‘Techniques 


Trimeprazine 


(1) neurogenic pruritus, (2) allergic pruritus, and 
(3) varied pruritus (pruritus in this group was 
associated with a variety of common dermatoses). 


Method 


Trimeprazine was supplied as a 2.5 mg. coated, 
gray tablet; an identical tablet containing calcium 
sulfate was supplied as the placebo. Fifty-eight 
patients received trimeprazine as a first course of 
therapy; 46 the placebo. Neither the 
physician nor the patient knew which tablet was 
being used during the course of the test. 

Patients were instructed to take one tablet after 
meals and at bedtime and to double or triple the 
bedtime dose, if necessary. Observations and inter- 


received 


views with the patients to determine the response 
to treatment were made at intervals of from five 
to seven days. The efficacy of the medications was 
determined at the end of therapy, which averaged 
three weeks. In 24 patients, the medications were 
alternated without the physician knowing which was 
being given. 

Blood and liver-function studies were not carried 
out routinely, since trimeprazine was given for 
relatively short periods of time and in compara- 
tively small doses. Previous studies * on hospitalized 
patients taking up to 40 mg. of trimeprazine daily 
had 


shown the drug to be free of photosensitivity re- 


(four times the dose used in this study) 


actions and of other toxic effects. 


Indication No. Treated Exe. 


Neurogenie pruritus. 
Allergic pruritus... 11 1 


Varied pruritus 25 3 


Good 


TaB_e 1.—Results of Controlled, Double-Blind Study Comparing Trimeprazine with a Placebo * 


Results 


Placebo Trimeprazine 


Exe. Good 


Fair Poor Fair Poor 


* x*=14.18 
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P=<0.001 


: 
: 
4 
6 3 13 27 5 3 2 
0 0 3 5 1 1 0 bia 
2 2 4 6 3 1 4 
Totals. 104 13 8 5 20 38 9 5 6 
45% 55% 81% 19% 


TRIMEPRAZINE 


Results 


Results were classified according to the criteria 
of Callaway and Olansky,’ as follows: excellent, 
complete relief of itching; good, substantial relief ; 
fair, some relief; poor, no relief. The results are 
given in Table 1, together with the results of the 
standard two-celled x°* test that was used to analyze 
the data statistically. As will be noted, patients 
receiving trimeprazine obtained significantly better 
results than those receiving the placebo. 

When itching was controlled, the rapidity of 
action, response to increased doses, and the inci- 
dence of side-effects varied so little it was impos- 
sible to distinguish which patients had been given 
that “true” 
placebo reactors mimic, in every way, the actions 
ordinarily obtained with an active drug. Other in- 
vestigators have described this observation. In some 


the placebo. This seems to indicate 


patients, particularly those with long-standing 
dermatoses, the relief of itching was dramatic. Un- 
controllable bouts of scratching were rare during 
therapy, and many of the patients slept better for 
the first After 


to the study was revealed and the results for each 


time in several weeks. the code 
patient had been reviewed, it was evident that the 
antipruritic 
experienced by the patients when they were re- 


most outstanding effects had been 
ceiving trimeprazine. 

The results of the crossover tests in which 24 
patients received the placebo and trimeprazine al- 
ternately are grouped in Table 2. Of the 20 pa- 
first, 5 obtained 
them 


tients who received placebo 


adequate relief of itching, whereas 17 of 
obtained complete or substantial relief when taking 
trimeprazine. A statistical test (two-celled x’ test) 
of the data on the first line of this table gives a 
x’ value of 18.54. The corresponding probability 


TaBLe 2—Grouping Results of Crossover Study of 
Patients Recetving Either Placebo or 
Trimeprasine as a First Course 

of Therapy 


Results 


Treated Exe. Good Fair Poor 
First course of 
therapy 
Placebo 20 
Trimepra- 4 
zine 
Second course of 
therapy 
Trimepra- 20 
zine 
Placebo 


London 


value is less than 0.001 and indicates that the re- 
sults produced by trimeprazine are statistically 
superior to those produced by the placebo. Accord- 
ing to the statisticians who analyzed and checked 
all the data in this report, there were too few 
patients who received trimeprazine as a first course 
of therapy (Line 2 of Table 2) to permit a valid 
statistical test of these data. I believe now that all 
the patients should have received both drugs al- 
ternately. 


Side-Effects 


Six of the patients reported the side-effects 
(drowsiness, three; nervousness, two; lethargy, one) 
while receiving trimeprazine; four patients reported 
side-effects (urticaria, one; nausea, one; dizziness, 
one; “grogginess,” one) while taking the placebo. 
The discontinued in all 
patients. There was no clinical evidence of photo- 


medications were these 
sensitivity, jaundice, or any other serious reaction 
during the evaluation. 


Comment 


Relief of itching and, concurrently, the ability to 
sleep as a result thereof were dramatic in many 
of the patients after the administration of trimepra- 
zine. It is not, however, a “cure,” and the relief 
of itching alone did not clear up old, long-standing 
lichenified patches of neurodermatitis or chronic 
vesicles of dishydrotic eczema. However, once the 
patient was relieved of his primary complaint, it 
was comparatively simple to follow up with more 
treatment of the involved The 
mechanism by which trimeprazine controls itching 


definite areas. 

is unknown. It probably acts on the central nervous 

system to reduce itch perception. 
Mr. Virgil M. McIntosh, 


tician, Maxwell Air Force Base, and Dr. Eldredge 


Analytical Statis- 
Scales, Director of Institutional Research, Tuskegee 
Institute, Ala., helped with the statistical analyses 
included in this report. 


122 8. Ripley St. (5). 
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and Neck 


C. RUSSELL ANDERSON, M.D., Beverly Hills, Calif. 


For many years I have instructed my patients 
who suffer from ingrown hairs of the bearded 
areas of the face and neck to brush briskly the 
affected areas at night with a  stiff-bristled nail 
brush, brushing against the direction of the growth 


Submitted for publication Jan. 27, 1959. 


The value of mineral oils containing phenol for 
the treatment of various common disorders of the 
scalp, especially been 
Vickers,'! Sulzberger and Obadia,? and recently, in 
our department, by Goldberg and Barnett.* These 
materials are easier to use than messy greasy oint- 
ments. The difficulty has been to obtain a stable, 
homogeneous suspension of phenol in the mixture 


psoriasis, has shown by 


and also a cosmetically suitable material. An im- 
provement over the older phenolated oil mixtures 
has been developed recently by the addition of 
surfactants to a vehicle of oil derived from lard 
from mineral This makes for a 
stable suspension. The mixture is also perfumed. 
the recent interest in the disturbed 
protein metabolism of the epidermis in psoriasis, 
an acylated amino acid has been added to the 
mixture. The concentration of phenol is approxi- 
mately 2%. A medication for psoriasis must be 
strong. The technique of use has been the gentle 
application with cotton applicators on the scaling 
areas of the scalp twice daily. Care should be 
taken to avoid excessive amount on the forehead, 
neck, or ears to avoid irritation. These areas may 
be protected by a bland cream. Large amounts 
should not be used, otherwise the head becomes too 
The material has also been put on thick 


instead of oil. 


Because of 


greasy. 
spots of psoriasis on the body, psoriasis of the 
In this 
latter condition, the phenolated oil is employed 
primarily to keep the skin about the nails soft. 


palms, and around psoriasis of the nails. 


Submitted for pablication Dec. 11, 1958. 

From the Department of Dermatology, Univer- 
sity of Cincinnati College of Medicine. 

Phenolated oil (Sarcophen) furnished by TI. B. 
Wershaw, Dome Chemicals, Inc., New York. 
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Ingrown Hairs of the Bearded Areas of the Face 


A New Phenolated Scalp Oil 


LEON GOLDMAN, M.D., and ROBERT H. PRESTON, M.D., Cincinnati 


of the beard, I never manually epilate the ingrown 
hairs except those in granulomatous nodules. I 
also forbid the patient to epilate manually the in- 
grown hairs. This simple routine always solves 


this troublesome problem. 
416 N. Bedford Dr. 


It can be used also for seborrheic dermatitis of the 
scalp of the dry type but not for acute seborrheic 
dermatitis. In senile pruritus of the scalp, this oil 
may be spotted on sparingly as desired by the un- 
comfortable patient. This material can be used also 
as a hair dressing in psoriasis of the scalp. This 
effective suspension is tolerated well by the scalp. 
In a series of 142 cases there has been only one 
case of contact dermatitis in a young child when 
the oil mixture was applied on psoriasis with sec- 
ondary neurodermatitis of the ankle. Patch tests 
revealed a sensitivity to the lard oil. The patient 
had complained of previous difficulties with contact 
with certain types of oils. There were three other 
cases of mild irritant reactions about the forehead 
neck. 
negative. 


The patch tests in these cases were 
This appeared to be primary irritation 
This phenolated oil is too strong to be 
used as an antipruritic body oil. Trials were also 
made of this material as a vehicle for liquor car- 


reaction. 


bonas detergens and sulfur. Phenolated scalp oil 


can also be colored easily. 


Department of Dermatology, Cincinnati General 
Hospital. 
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Partial Alopecia Due to Thallium 


W. R. HUBLER, M.D., Corpus Christi, Texas 


During the past two and one-half years, I have 
observed 13 cases of slight to moderate alopecia 
from the ingestion of thallium. The first five were 
in small children who had eaten varying amounts 
of a cake-crumb roach killer containing thallium.* 
During this period there were approximately 40 
reported cases of thallium poisoning in small chil- 
dren in Corpus Christi from the same preparation. 
Legal action was taken by the County Medical 
Society to force the manufacturers of the roach 
killer to include a bitter-tasting substance to make 
the cake-crumb preparation less attractive to chil- 
dren. Since this has been done, I have seen only 
two cases of thallium alopecia in children. I have, 
however, observed six cases of slight to almost 
complete diffuse alopecia in women. The diagnosis 
was proved in all cases by spectroscopic examina- 
tion of the patient’s urine for thallium. If it had 
not been for the previously mentioned “epidemic” 
of hair loss, I might never have suspected these 
women of having hair loss due to thallium. In none 
of my cases was there any ataxia, tremor, or other 
toxic manifestation of thallium poisoning.’ Careful 
investigation has failed to reveal the source of the 
thallium in these cases. 
any insect poisons known to contain thallium. The 
Health Department has suggested several possible 
sources of thallium in these cases: 

(a) Ingestion of bread made with flour which 
might have been accidentally contaminated with a 
thallium insecticide. 


Submitted for publication Feb. 25, 1959. 

**“Echols Roach Killer,” available in all the 
Corpus Christi supermarkets, is made by saturating 
crushed cookies or cake crumbs with a 2% aqueous 
solution of thallium, which is tasteless. 


None of the women used 


(b) Thallium dust (insect powder) present on 
the tops of cans of food. 

(c) Contact + with or ingestion of thallium used 
by professional exterminators. The exterminators 
are not supposed to use thallium in their pesticides, 
but this has not been enforced. 

All of my adult patients were women. Perhaps 
this was because the average man does not pay 
loss, 
The 


duration of “falling hair” before the diagnosis was 


close attention to mild or moderate hair 


ascribing it to the natural course of events. 
made varied from one to four months. The cessa- 
tion of hair loss and the beginning of regrowth 
usually occurred in four to eight weeks after the 
first 
make me suspect that more than one small dose 


visit. The duration of the symptoms would 
of thallium was ingested by some of the patients. 

The purpose of this note is to call attention to 
the possibility that unexplained hair loss in adults 
may be due to thallium ingestion. Perhaps it is 
commoner than has been realized, particularly in 
warmer sections of the country where insecticides 
are used to a greater extent. The diagnosis is 
easily proved by spectroscopic examination of the 
urine. 


1510 S. Brownlee Blvd. 


+ Thallium may be absorbed through the un- 
broken skin. 
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A New Shampoo for Seborrheic Dermatitis 


LEONARD V. KORNBLEE, M.D., New York; ARTHUR H. GLADSTEIN, M.D., Astoria, N. Y., 


and PAUL LAZAR, M.D., Chicago 


Experience with N-trichloromethylmercapto-4- 
cychlohexane-1,2-dicarboximide has proved it to 
be an effective and safe remedy for seborrheic 
dermatitis... Keeping the chemical in permanent 
solution has been a technical problem which may 
have decreased its effectiveness. For the first time, 


Submitted for publication Jan. 26, 1959. 


Hubler 


the chemical in stable solution has been incorporated 
in a detergent shampoo * which contained also, 
sodium tetrathionate, a sulfur, and 
p-chloro-xylenol,?* an antibacterial agent. Each 
of these chemicals has been used and tested ex- 


source of 


* The shampoo, Clear Liquid Enden, was sup- 
plied by Helene Curtis Industries, Inc. 
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Results of Treatment with Shampoo 


M 
F 


Study A { 


Response 


Poor 
Moderate 
Good 
Excellent 
Total 


Study B 
1a) \F 


(M 15 


{M 40 
22 


Study C \ F 83 Total 
Subjects/% 


1/2.7 

8/21.5 
12/32.3 
16/43.5 


37/100 210/100 


tensively and demonstrated to be nontoxic, as well 
as low in sensitizing potential. 

A total of 210 patients from private practice 
(135 females and 75 males), ranging in age from 
8 months to 73 years, used the shampoo for a 
period of eight weeks each. Every person was 
examined on at least three or four occasions during 
this period and again two weeks or more after 
use of the shampoo was discontinued. 

Good to excellent results were noted from its 
use in 161 (76.5%) of those treated; 45 (21.4%) 
had improvement which was not sustained despite 
continued therapy, and 4 (1.9%) were considered 
failures. 
persons with very thick, adherent scales (psori- 
asis?), a situation not generally well handled by 
dandruff treatment shampoos. When recurrence 
was evident, signs and symptoms were noted 10 
to 14 days after the shampoo was discontinued. 

No primary irritation, allergic 
chemical incompatibilities were observed. Excessive 
three This 
appeared after one week, though the patients con- 
tinued to use the shampoo. 


The unsatisfactory results occurred in 


reactions, or 


oiliness was seen in instances. dis- 


Azure Lunulae 


IRVING L. LEFF, M.D., Buffalo 


Bluish discoloration of the nails has been reported 
in different conditions and under a variety of cir- 
The discolored in 
argyria** after prolonged use of quinacrine hydro- 


cumstances. whole nail is 
chloride? in paronychia caused by Pseudomonas 
aeruginosa,**® and on exposure to sunlight following 
soaking in bichloride of mercury.’ Discoloration in 
argyria occurs in association with involvement of 
skin and mucous membranes and does not disappear 
with the passage of time in contrast to the latter 
three circumstances where removal of the cause 


5 


Submitted for publication Jan 22, 1959. 
From the Medical Service of the Buffalo Vet- 
erans Administration Hospital. 
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The study was conducted independently in the 
private practices of three different physicians in 
widely separated areas. Control studies on 37 
persons showed the combined formulation to be 
superior to the detergent shampoo alone. The 
preparation is as effective as any of the available 
dandruff treatment shampoos, more pleasant cos- 
metically than most and is a worthwhile adjunct 


remedy for the treatment of seborrheic dermatitis. 


104 S. Michigan Ave., Chicago (3). 
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is followed by gradual disappearance of the dis- 
coloration. 

Bluish coloration limited to the lunule of the 
nail was noted by Campbell, in 1931, following use 
of phenolphthalein.?’ The fate of the discoloration 
in this case with the passage of time is not men- 
tioned. More recently, Bearn and MckKusick ob- 
served the phenomenon in two cases of \Vilson’s 
disease * and reported a third case seen by Dr. I. 
Herbert Scheinberg. 

These latter cases exhibited classic clinical and/or 
chemical evidence of Wilson’s 
serum copper and ceruloplasmin, elevated urinary 
copper and amino acids, and increased urinary cop- 


disease with low 
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AZURE LUNULAE 


per excretion on administration of penicillamine. 
The copper content of the fingernails with azure 
lunulae did not differ significantly from control 
cases of Wilson’s disease and ordinary cirrhosis. 
Although the blue discoloration was thought pos- 
sibly related to increased body copper, the patho- 
genesis and localization of the discoloration could 
not be elucidated. 

We wish to report another case of azure lunulae 
which could not be related to any of the previously 
observed conditions. 


Report of a Case 


A 65-year-old white retired grain weigher was 
admitted in July, 1956, to the Medical Service of 
the Buffalo Veterans Administration Hospital with 
a four-month effort 
fatigability, and occasional cough productive of 
scant brownish accentuated in the 
days prior to admission by fever, chilly sensations, 


history of dyspnea, easy 


sputum, few 
and prostration, 

He had retired a year previously after 36 vears 
as a grain weigher, during which time it is be- 
lieved he used powdered calcium cyanide as a 
liquid) grain 
ethylene dibromide. His parents are dead, but he 


fumigant and fumigants, such as 


recalls nothing unusual about their fingernails. His 
three children and a sibling are likewise unaffected. 


Azure lunulae of the fingernails. 


On admission, azure lunulae of the fingernails 
were noted (Figure) which the patient claimed had 
been present as long as he could remember. The 
color did not fade on application of pressure to the 
nail bed. Examination of the lungs revealed 
atelectasis and pneumonia of the right middle lobe. 
revealed narrowing of the right 
middle lobe bronchus and compression of the lung 
root was suspected. However, clearing occurred 
slowly on parenteral antibiotics and bronchodilator 
aerosols. Good health has been maintained during 
a two-year follow-up, and the appearance of the 
nails is unchanged. A serum copper determination, 
performed during a recent visit, was normal and 
liver-function tests unremarkable. 


Bronchoscopy 


Comment 


The azure lunulae in this case appear to be an 
individual variant of no clinical significance. The 
national grain company which employed him has 
encountered no instances of this phenomenon in 
other workers similarly employed in elevators and 
indicates that exposure to the chemicals used is 
in trace amounts and for very limited periods of 
time, usually measured in minutes. Symptoms of 
acute and chronic poisoning to these agents have 
been well documented.” They do not include any- 
thing resembling azure lunulae. As for the re- 
ported association with Wilson’s disease, another 
investigator of this disease” has not noted any 
fingernail discoloration in numerous patients with 
hepatolenticular degeneration he has seen. 

Blue discoloration of the skin is produced by 
light by whatever 
nature.’? This is true both of foreign pigment and 


“scattering” of pigment of 
of normal endogenous pigment, such as that of the 
eye which is responsible for the blue sclerae of 
ossium fragilitas by virtue of the abnormal trans- 
parency of the sclera to light in this condition. 
The appearance of normal “blue” veins beneath 
the skin is another example of the modification of 
the hemoglobin containing vessels, when observed 
under transmitted and scattered light but which are 
red under direct vision. It is conceivable that a 
combination of just the right degree of trans- 
parency of the nail with a fortuitous arrangement 
of the blood vessels at the base of the nail might 
result in the phenomenon of azure lunulae without 
the presence, necessarily, of any disease process, 
though the failure to fade on pressure militates 
against this explanation. 


Summary 


A case of azure lunulae of the fingernails is pre- 
sented, occurring in an apparently normal person 
and presumably unrelated to any of the states 
previously associated with the condition, 


Veterans Administration Hospital, 3495 Bailey 
Ave. 
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JOHN S. LUNDY, M.D., Rochester, Minn. 


Every physician has seen, at times, a patient’s 
morbid dread of a_ relatively minor therapeutic 
procedure which normally is accompanied by no 
risk whatever. Sometimes, confronted with the 
need for repeated venipuncture, an apprehensive 
patient may even ask to be dismissed and_ sent 
home without any treatment. On the other hand, 
it 1s common, in such an instance, to witness the 
great relief and disappearance of anxiety in the 
patient once the procedure has been carried out or, 
even more strikingly, once it is decided that repeti- 
tion of the much-feared procedure is not necessary. 

Such is certainly true of venipuncture in the 
minds of many patients. When a person who has 
scleroderma requires intravenous therapy, the trepi- 
dation and anxiety are compounded over and over 
again as the patient is faced with the knowledge 
that the reintroduced a 
number of shall 


may have to be 
The technique which | 


institution of 


needle 
times. 
describe concerns a means for the 
intravenous therapy which has reduced fear and 
disquiet among such patients and also among small 
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Section of 
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A Technique for Intravenous Therapy in Patients with 


Scleroderma and in Apprehensive Children 
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children whose prime reaction to what they do 
not understand is fright or foreboding. 

Part of the present-day treatment of scleroderma 
is the intravenous administration of edathamil 
disodium (Endrate). A number of treatments are 
required over a period of days, and sometimes 
venipuncture is difficult. Often I have been asked 
by my colleagues to help emplace the needle. 

Recently, I developed the following procedure 
to ameliorate this undesirable situation. An intra- 
dermal wheal is raised with a local anesthetic 
agent. This action of course is more painful among 
patients with scleroderma than among patients with 
normal skin, but it is important to make the wheal. 
I then make a hole through the skin with a dilating 
instrument. My instrument of choice is a skin 
dilator that I have devised.* It is true that a large 
needle (13 gauge) could be used for this purpose, 
but the needle will cause more bleeding than the 
dilator causes. 

The hole through the skin is made somewhat to 
one side of the vein in question so that the vein is 
not injured by the action. In this way I have 
eliminated the problem scleroderma presents so far 
as venipuncture is concerned, because the needle 


* This dilator can be obtained from V. Mueller 
& Company, Rochester, Minn. 
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SCAR REMOVAL 
Tip of plastic needie 


\ 
Point of steel needle” 


Steel hub of 
plastic needle 


Plastic needite 


‘Plastic s 
Skin dilator 
The plastic needle and plastic stylet employed in 


the technique described, with a representation of 
the skin dilator. 


can be inserted through the hole in the skin, moved 
against the wall of the vein, and then inserted into 
the lumen of the vein. Consequently, now that the 
plastic stylet for the plastic needle is available? 
(Figure), it is a very simple matter to leave the 
plastic-styleted needle in situ in the vein until the 
treatments have been completed. The need for 
repeated introduction of the needle is thus abolished. 

If thrombophlebitis should chance to develop, the 
plastic needle should be removed and a different 
vein should be used. 

The method represents a considerable convenience 
to all concerned. It allows the patient, between 
treatments, to take care of herself or himself. It 
permits the patient to get out of bed, to go to the 
bathroom, to take physical therapy, and, in general, 
be free from the bottle and dripper and fluids which 
otherwise, during intravenous therapy, must run 
continually to keep the ordinary needle open. 


Removal of Linear Sears 


JOHN J. McANDREW, M.D., Orlando, Fla. 


has become a function of the 


Dermabrasion 


dermatologist, as well as the plastic surgeon. 
Linear scar removal, however, is generally con- 
sidered to be the prerogative of the plastic sur- 


geon. 

A method of removal of linear scars is pre- 
sented. With this method many linear scars can 
be removed simply as an office procedure. More- 
over, compare 
favorably with those of more elaborate methods. 


the results of their removal will 


This method is not new. It is in wide current 


usage by plastic surgeons. The surgical principle 
involved has been touched upon in our literature 
only by Strauss and Kligman?* in a reference to 
the work of Iverson.*? To my knowledge, it is not 


mentioned in our texts, surgical or otherwise, and 


Submitted for publication Jan. 19, 1959. 


McAndrew 


The indwelling needle had to be removed from 
one patient whose arm became sore, hot, and 
swollen. In this instance the vein was tender after 
three and one-half days. The longest time that 
I have been able to keep a plastic-styleted needle 
in a vein was 30 days. The patient was a 10-year- 
old child who had leukemia. Repeated venipuncture, 
of course, had become a problem, yet the needle 
remained in place for 30 days with no sign of 
inflammation. Such tolerance is unusual. The only 
explanation of it may be that the child was being 
treated with cortisone. If such indeed is the true 
explanation of such uncommon tolerance of an 
indwelling needle, possibly all patients who must 
receive prolonged intravenous therapy should re- 
ceive some cortisone with an antibiotic agent; the 
combination might increase the tolerance of the pa- 
tient to the needle. 

It is surprising how much relief is exhibited by 
the parents of children when this method is used, 
especially when the children are crying because of 
fright at the taking of samples of blood by the 
pediatrician or some other practitioner. Parents 
and relatives in such instances are effusive in their 
gratitude to the physician in charge. 


Mayo Clinic. 
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it is not sufficiently known about among derma 
tologists. 


Scar 


Fig. 1.—Linear scar outlined with dye into the 
dermis. 
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Scar (abraded) 


Abreded area 


Fig. 2—Epidermis removed from scar and sur- 
rounding area by dermabrasion. Dermal portion of 
scar remains outlined with dye marks. 


This method is only a slight modification of the 
one suggested by Iverson.® It consists of the 
following steps: 

1. Infiltrate the area with a solution of procaine 
(1%) and epinephrine (1 :200,000). 

2. Outline the scar by making perforations with 
a needle dipped in methylene blue. This serves as 
an accurate guide for excision after the epidermis 
of the scar and surrounding skin has been re- 
moved. 

3. Dermabrade the surface of the linear scar and 
the surrounding skin beyond the limits of any 
sutures to be placed after the removal of the 
scar. 

4. Remove the scar as outlined by the dye and 
suture the dermis defect together carefully with 
a fine smooth suture material. Iverson* likes 
Dermalon 5-0. 

5. Leave the sutures in for about 10 to 14 days. 
In this time the epidermis has regenerated about 
the sutures as well as over the abraded area. The 
crust over the abraded area should not be disturbed. 
The sutures should be carefully teased out and 
cut with ophthalmic scissors so as to disrupt the 


epidermis as little as possible. 
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Wbraded area 


Fig. 3—Scar (including dye marks) excised. 
Sutures placed. Future epidermis will cover the 
sutures, thereby avoiding usual suture marks. 


6. Dressings may be of Telfa immediately post- 
operatively. These dressings 
after the first 24 hours.*. An alternative 
mendation in postoperative dressing is to utilize a 
grease-gauze dressing (Aureomycin [chlortetracy- 
cline] ointment), which is not removed for six to 
nine days. 


may be removed 


recom- 


7. Protect the operative area from physical and 


chemical trauma as long as the postoperative 
erythema _ persists. 


21 W. Columbia. 
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Onset of Psoriasis During the Course of Steroid 


Therapy 


SAMUEL J. ZAKON, M.D., and FRED LEVIT, M.D., Chicago 


In a recent publication Shelley and Harun’ re- 
ported that triamcinolone (9-a-fluoro-16-a-hydroxy- 
prednisolone) has been shown to have a significant 
temporary supressive effect on psoriasis. While 
Baer and Witten do not advocate the use of 
steroids as a routine treatment of psoriasis they 


“ 


did express the hope: “. . .with the development of 
newer analogues of cortisone it is entirely possible 
that this situation may change. For example tri- 
amcinolone appears to be more effective (in equiva- 
lent doses) in the management of psoriasis than 
the other corticosteroid drugs. 
8 to 16 mg. daily may produce striking improve- 


”2 


Doses as small as 


ment in psoriasis vulgaris... . 

We have a patient under observation who de- 
veloped his first lesions of psoriasis while taking 
prednisone and triamcinolone for intractable asthma. 
Hence, it would indicate that these steroids could 
not even suppress the onset of psoriasis. To our 
knowledge no similar case has previously been re- 
ported. 


Report of a Case * 


A 55-year-old white male ventilation engineer 
was 1944, when he was_ hospitalized 
In 1946, he had a re- 
currence of symptoms and a diagnosis of asthma 
He was given many different medica- 
tions and, in 1950, was again hospitalized. At this 


well until 


for a bronchial infection. 
was made. 


time he was treated with cortisone for several days. 
He did not again receive steroid therapy until 
1952, when he was once again treated with corti- 
sone. Since then he has been continuously taking 
corticotropin (ACTH) or one of the steroids. He 
has been on cortisone, hydrocortisone, and, more 
recently, on prednisone and triamcinolone. The 
dosages have varied from 1 to 6 tablets a day. 
Except for a pustular eruption which appeared 
on his face when he was given potassium iodide 
for his asthma, he had no other skin lesions 
throughout his life. There is no family history of 
psoriasis. In October, 1958, he first noted scaly 
patches on the scalp and leg. At that time he was 
taking prednisone in doses of 8 to 24 mg. daily. 
Shortly after the onset of his skin lesions, his 


Submitted for publication Feb. 5, 1959. 

Department of Dermatology, Northwestern Uni- 
versity Medical Center (Herbert Rattner, M.D., 
Chairman). 

* This patient was presented at the Jan. 21, 1959, 
meeting of the Chicago Dermatological Society. 


Zakon—Levit 


steroids were changed to triamcinolone, and he 
has been taking 4 to 16 mg. daily. He did not 
notice any improvement in his skin eruption when 
the dosage of the drug was increased to 16 mg. 
daily. New lesions were appearing, and the older 
ones gradually grew larger. 

When first seen by us, on Jan. 17, 1959, he 
presented patches of psoriasis on the scalp, elbows, 
extensor aspect of the left leg, chest, and back. 
They were dry erythematous plaques covered with 
a silvery scale. Auspitz sign was readily elicited 
from one of the lesions. There was some improve- 
ment of the lesions after several days treatment 
with 5% ammoniated mercury ointment. 


Comment 


We agree with Shelley et al.: 
“Triamcinolone in common with all other anti- 
psoriasis remedies is no cure for psoriasis. It must 
be recognized as purely palliative. Its use must 
reflect this fact. . triamcinolone is a strong corticos- 
teroid with influence throughout the entire body. 
It is not to be given for the relief of a few scales 
on the elbows.” 

This patient has been taking steroids for six 
years. During that time he has frequently been 
taking moderately high doses. That this failed to 
prevent the onset of psoriasis at this time is of 
course apparent. It is a matter of speculation 
whether or not the disease might have erupted 


sooner had he not been taking steroids. 


Summary 


A 55-year-old man developed lesions of psoriasis 
for the first time while taking steroids for asthma. 
The eruption appeared after six years of continuous 
steroid therapy while he was taking prednisone 
and progressed while he was taking triamcinolone. 

Department of Dermatology, Northwestern Uni- 
versity Medical Center. 
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Nail Changes Due to New Base Coat 


MILTON REISCH, M.D., New York 


Cosmetic companies have been trying for many 
years to produce a base coat for nail polish which 
will make the lacquer more durable. Solutions of 
synthetic rubber, aryl sulfonamide formaldehyde 
resin, and phenol formaldehyde resins in methyl 
ethyl ketone have been used as an undercoat on 
the nail before the application of nail polish or 
lacquer. Subungual and ungual changes have oc- 
curred consisting of discoloration of the nail plate, 
separation of the distal edge from the bed, hyper- 
keratotic material under the free edge, erythema, 
edema, and scaling of the skin of the finger tips. 
Paronychia has also been reported. Patch tests to 
the resin and rubber solutions were positive, and 
the dermatitis was felt to be a distinctive form 
of eczematous contact dermatitis involving the nail 
bed. 

Recently a new undercoat * has been introduced. 
Nail changes due to it have been noted consisting 
of discoloration, separation of the nail plate, and 
tenderness of the finger tips. These changes are 
possibly due to the occlusive nature of the under- 
coat rather than an eczematous contact dermatitis. 
The manufacturer states that the 22 
making up the 


ingredients 


undercoat do not contain any 


synthetic rubber or formaldehyde resins. 
Following is a report of a case demonstrating an 
instance of nail changes due to a new undercoat. 


Report of Case 
A 48-year-old white woman had her fingernails 
manicured and polished without the use of a base 
Submitted for publication Dec, 9, 1958. 
* Wonder Base. 


144/230 


Fig. 1—Thumbnails. 


About four months 


she had a manicure. After the previous nail polish 


coat for many years. ago, 
was removed, cuticle remover was applied and 
removed. The new base coat * was applied, followed 
Two weeks later the same pro- 
Two weeks later, while 
polish the manicurist noted 


by nail polish. 


cedure was repeated. 
removing the nail 
discoloration of the right thumbnail. She asked the 
patient about a possible injury. The coat 


was again applied, followed by the polish. Two 


base 


weeks later, on removal of the nail polish, changes 


Fig. 2.—Fingernails. 


— 
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NAIL CHANGES—NEW BASE COAT 
were noted in all the nails. The thumbnail and 
first and second fingernails were involved to a 
greater degree; whereas the third and fourth 
fingernails were involved to less degree. 

The nails first developed a dull, lustreless ap- 
pearance, then gradually a greenish-brown dis- 
coloration slowly permeated the nail plate. Along 
the edges and in the middle, opaque white areas 
appeared. The opaque areas have since gradually 
become grayish in color, and the nails are develop- 
ing superficial flaking (Figs. 1 and 2). 

Patch tests were performed with the 22 ingredi- 
ents separately; nail polish, base coat, and cuticle 
remover. All tests were negative after 48, 72, and 
96 hours. 


Comment 


This patient presents onychodystrophy after the 
use of an occlusive, nonpermeable base coat. The 
changes noted were not due to allergic sensitivity 


Reisch 


but probably to physical and chemical changes. 
The pigmentation of the nails is similar to that 
which one sees in persons handling resorcinol. 
The opaque areas and flaking are probably due to 
the occlusive effect of the base coat. 


104 E. 40th St. (16). 
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Obituaries 


LESTER HOLLANDER, M.D. 
1891-1959 


On February 2, 1959, Dr. Lester Hollander, of Pittsburgh, died suddenly 
in his office. 

Dr. Hollander was born in Hungary, in 1891, and came to this country at an 
early age. He graduated from the University of Pittsburgh Medical School in 
1912 and, for a while, was in general practice. His postgraduate training in 
Dermatology was obtained in Europe and New York. 

He was one of the original founders of the Pittsburgh Skin and Cancer 
Foundation and, for many years, had been Medical Director of this organization. 
At one time he served as Associate Professor of Dermatology at the University 
of Pittsburgh Medical School. He was a Fellow of the American College of 
Physicians and of the American Academy of Dermatology and Syphilology. 
Other organizations in which he was active included the American Association 


LESTER HOLLANDER, M.D. 
1891-1959 


for Cancer Research and the International Academy of Medicine. He was head 
of the Department of Dermatology, Montefiore Hospital, Pittsburgh. 

During World War I, he served with the Volunteer Medical Service Corps. 
During World War II, when many of the staff of the Foundation were in active 
military service, he daily saw and treated a large portion of the clinic patients in 
addition to his administrative duties. He regarded this exhaustive schedule as 
his personal responsibility and as a gesture of friendship to those of us who were 
overseas. 

Dr. Hollander was the author of numerous scientific papers, particularly on 
clinical dermatology. He was an exceptionally gifted clinician and a superb 
teacher. During the ten-year period in which residents were trained at the Pitts- 
burgh Skin and Cancer Foundation, he took a direct personal interest in each 
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of these men and devoted much of his time to individual instruction. In spite 
of the pressure of a large private practice, he was never too busy to help direct 
the course of the Foundation and its personnel and that of each resident. Those 
of us who were so trained will always owe a debt of gratitude to this talented 
teacher and friend. The thousands of patients he treated at the Foundation and 
as consultant to the Pittsburgh City Hospital at Mayview will keep his, memory 
alive for years to come. 


Dr. Hollander’s survivors include his widow, Josephine Parfitt Hollander; 
a daughter, Mrs. David Tynberg, and a sister, Mrs. Stephanie Buchler. 

His family will miss his devoted concern for each of them. His fellow physi- 
cians have lost a gifted colleague and Dermatology has lost a distinguished prac- 
titioner. 

Josepn M. Suerton, M.D. 
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ANNOUNCEMENTS 


Postgraduate Course in Occupational Skin Problems at University of Cincinnati—The 
Institute of Industrial Health of the University of Cincinnati announces that the fourth bi- 
ennial course of instruction in Occupational Skin Problems will be given during the week of 
Oct. 26-30, 1959. It will be presented by the Department of Preventive Medicine and Indus- 
trial Health, University of Cincinnati, in collaboration with the Occupational Health Pro- 
gram of the United States Public Health Service and the Department of Dermatology of 
the University of Cincinnati, 

The program will be divided into daily sessions, consisting of lectures and clinical demon- 
strations, field instruction in industrial plants, and panel discussions. The didactic presenta- 
tions will include a review of the anatomy, physiology, and chemistry of the skin. Detailed 
consideration will be given to the etiology, diagnostic evaluation, and treatment of occupa- 
tional dermatoses, as well as specific measures for prevention and control of these problems. 
Current concepts regarding cutaneous cancer, allergic reactions, and medicolegal problems 
will be discussed. 

Physicians interested in attending the course should write for an application blank to the 
Secretary, Institute of Industrial Health, The Kettering Laboratory, Eden and Bethesda 
Ave., Cincinnati 19. Early application is advised, since attendance will be limited. 


Symposium on Griseofulvin and Dermatomycoses.—The University of Miami School 
of Medicine, Department of Medicine, announces an International Symposium on Griseofulvin 
and Dermatomycoses to be held in Miami, Fla., Oct. 26, 27, 1959. All interested physicians 
and investigators are invited to attend. Further information may be obtained from Dr. 
Harvey Blank, Professor of Dermatology, Jackson Memorial Hospital, Miami 36, Fla. 


Seminars in Dermatology.—The University Extension and the School of Medicine of 
the University of California at Los Angeles, in cooperation with the Dermatologic Research 


Foundation of California, Inc., offer advanced seminars in dermatology at the University 
Residential Conference Center at Lake Arrowhead, Aug. 26 through Aug. 30. Participating 
in the program will be Drs. Asboe-Hansen, Henry Michelson, Franklin Ashley, surgeon, 
Carl Pearson, internist, Louis Winer, and Tom Sternberg. Applications for enrollment 
should be sent to the Department of Continuing Education in Medicine, University of 
California Medical Center, Los Angeles 24. 
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The New, Newer, and Newest 


From Atlantic City, where meetings were held in June of the American Medical Association, 
the American Dermatological Association, and the Society for Investigative Dermatology, 
the welcome news that the A. M. A. Section on Dermatology and the Society for Investigative 
Dermatology plan to meet concurrently next year, each group to retain its organizational setup. 
Our appreciation and congratulations to the officers of both groups for working out this new 
arrangement which should benefit all of us as well as dermatology. 


The officers for 1959-1960 are as follows: 


For the American Dermatological Association: 
Marion Sulzberger, President 
Lawrence Beinhauer, Vice-President 
Wiley Sams, Secretary 
For the Society for Investigative Dermatology : 
Tom Fitzpatrick, President 
Harvey Blank, Vice-President 
Herman Beerman, Secretary 
For the A.M. A. Section on Dermatology 
Wiley Sams, President 
William J. Morginson, Vice-President 
Edward Cawley, Secretary 
Stanley Huff, in charge of Scientific Exhibits 
Winfred Showman, Representative to the House of Delegates 


The meetings were well attended and worth while—good papers, good talk, good fellowship. 


Those who did not attend, thinking that they can read everything later, are deluding themselves. 
The round-table discussion on corticosteroid therapy at the A. M.A. session, for instance, was 
the source of a wealth of practical information covering experiences and conjectures of a 
sort that cannot be transcribed onto paper. 


Out of the mouths of dermatologists 
—“Boric acid dressings are staging a comeback.” 

“There are two kinds of medical speakers, one brings a message, the other brings slides.” 
—“| spend five times as much time explaining as I do planing.” 

“In urticaria pigmentosa we have not vet scratched the surface.” 

“embolized to the skin.” 

“To judge from the exhibits this year, the drug houses and the government will be competing 
for and taking over the scientific exhibit section.” 

“Granuloma pyogenicum sure can fool you—always have a microscopic examination.” 

: about time we begin to speak of iatrogenic cures.” 

“The discussion has brought out more important points than did my paper.” 
—As Mark Twain said, “One gets such a wholesale return of conjecture from such a trifling 
investment of fact.” 

“Nomenclature should not be too rigid.” 

“They are now referring to it as the remarkable mast cell.” 

“Any similarity between these remarks and the published version will be strictly accidental.” 
-“Griseofulvin is another nail in our coffin... will put us out of business . . . on the contrary, 
will benefit dermatologists provided they practice proficient mycology .. . will lead to more 
antibiotics just as penicillin led to a rash . . . works like that invisible shield on television 

_ need for cautious watchfulness despite optimistic reports.” 
“Acne problem will be solved by endocrinology and genetics.” 
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—“Emotional attitude of the therapist is also important.” 


—‘ .. . represents a marriage of fundamental studies and practical experiences.” 


“ 


—‘ |. . soon may recognize importance of complete physical and laboratory examination of 
household pets.” 

—"Burrow’s solution is more than 100 years old.” 

—* ... about time we fought back and aggressively too [referring to unjustified malpractice 
suits ].” 


—* ... have only seen the beginning of development of synthetic steroid compounds. . . . It 
is the disease that calls the shots, not the drug... . Don’t try to play the steroids and don’t 
send a boy to doa man’s job... . The many illusions to increasing death rate from corticos- 


teroids not valid 


And then there was the extraordinary bathing beauty contest staged by the A. D. A. at this 
place where beauties most abound. 


“The Lake Erie Folie Ayschious,” or “The Sorryassiforms at Atlantic City.” 


Introduction—Masher of Cerumenies—Dr. J. Walter Wilson 
(Trying to wax humerus in your ears). 


Grand Entry of King Neptune —Dr. Fred M. Jacob 
Representing the entire company. 

“Beauty” Pageant —All contestants. 

Miss /..utie Pruritus —Dr. E. George H. Curtis 


Representing UNO what and UNO where. 
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Miss Vi Tiligo —Dr. William B. Guy 
Representing the loss of what? 


Miss Sally Varsan —Dr. Leon Goldman 
Representing the good old days. 


Miss Gracie O’Fulvin —Dr. Thomas Butterworth 
Representing Notta Fungus Amongus. 

Miss Cutie Sanserina —Dr. Henry Brunsting 
Representing the neglected end. 

Miss Callie Ahsity —Dr. Lawrence Beinhauer 
Representing the sole of the beat generation. 

Miss Eckie Moessis —Dr. Roy Kile 
Representing the Reds. 


Miss Rose Ayschia —Dr. Herman Beerman 
Representing what causes it. 
Miss Packy O’Nickie —Dr. Herman Pinkus 
Representing the great untrimmed. 
Grand Finale 
—A remarkable and wonderfully happy production 
“And all that faith creates or love deserves 
Terrible, strange, sublime and beauteous shapes.” 


Announcements 


Papers for A. M. A. Section on Dermatology.— Dermatologists and other physicians 
who may be interested in presenting a scientific paper before the Section on Dermatology of 
the American Medical Association, which meets in Miami Beach, in June, 1960, are invited 
to submit the title and a 100- to 150-word abstract of the proposed paper for consideration by 
the program committee. Abstracts should be sent to the Secretary of the Section on Derma- 
tology, Dr. Edward P. Cawley, University of Virginia Hospital, Charlottesville, Va. The 
deadline for submission of abstracts is Dec. 1, 1959. 


Winner of American Dermatological Association Essay Contest——-Dr. J. Graham 
Smith Jr., of Miami, Fla., read his prize winning essay on “The Aged Human Sebaceous 
Gland” at the Seventy-Ninth Annual Meeting of the American Dermatological Association, 
Inc., at The Claridge Hotel, Atlantic City, N. J., June, 1959. Other prize winners in the 
annual contest were Dr. James H. Graham, of Philadelphia, and Dr. Elson B. Helwig, of 
Washington, D. C., “Bowen’s Disease and Its Relationship to Systemic Cancer,” second prize; 
Dr. Troy G. Rollins, of Woodland, Calif., “Necrobiosis Lipoidica Diabeticorum and Necro- 
* third prize, and Dr. Daphne Anderson Roe, of Wilmington, 
fourth prize. 


biosis Lipoidica Granulomatosis,’ 
Dela., ‘The Psoriatic Process,” 


Papers tor the Tenth Annual Essay Contest should be submitted to the Secretary, Dr. 
Wiley M. Sams, 308 Ingraham Building, Miami 32, Fla., not later than Nov. 15, 1959. 
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BRONX DERMATOLOGICAL SOCIETY 


Arthur B. Hyman, M.D., President 
Henry Silver, M.D., Secretary 


Nov. 20, 1958 


Diagnosis: Bowen’s Disease of the Penis: Re- 
sponse to Grenz Ray Therapy. Presented by 
Dr. Farce W. Braver and Dr. M. GELFARD (by 
invitation ). 

A Negro man, now aged 71, was first seen two 
years ago, at which time he presented an ulcerated 
and indurated lesion on the penis of eight months’ 
duration. A biopsy specimen at that time showed 
no evidence of a malignancy. A second biopsy 
specimen taken two months later was read as 
“psoriasiform dermatitis.” Dark-field studies on 
the penile lesion were consistently negative, as were 
also serologic tests for syphilis. A search for 
Donovan bodies produced doubtful findings. The 
Frei skin test was positive. 

Despite various topical medicaments and systemic 
antibiotic agents of every type, the lesion failed 
to respond. 

A review of the previous biopsy specimens was 
then made and intraepidermal epithelioma was re- 
vealed 

During the next month, the patient received 6,500 
r of grenz radiation (500 r & 13) with a HVL of 
30u Al. 

In the past four months the erosion has pro- 
gressively resolved, and so at present the patient 
presents but slight crusting within a large depig- 
mented, atrophic patch. 


Discussion 


Dr. Epwarp H. MAnpbet: [ should like to hear 
about the comparative effectiveness of thorium X 
and grenz ray in the treatment of this condition. 

Dr. ArtHur B. Hyman: The alcoholic solution 
of thorium X would not be practicable because of 
the discomfort that would be caused by it and the 
lacquer needed to keep it on; besides, it would be 
quickly removed. 

Dr. ALEXANDER A. FisHer: It can be expected 
that there will be burning sensation and discomfort 
when alcoholic solutions of thorium X are applied 
on lesions which are excoriated or denuded. In 
such cases I have been advised to use an aqueous 
solution of thorium X. [ wonder if Dr. Brauer 


Submitted for publication Jan. 19, 1959, 
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could tell us whether aqueous solutions of thorium 
X are efficacious. 

Dr. Earte W. Braver: In the past I have had 
oceasion to present several cases of Bowen's dis- 
ease which have responded to grenz-ray therapy. 
The patient this evening is not being presented as 
a cure but only to demonstrate how radiosensitive 
to grenz rays an epithelioma of this type is. 

Thorium X can be used in Bowen's disease. | 
have seen the condition respond very well to this 
radioactive isotope. However, the alcoholic solu- 
tion would be very uncomfortable to apply to an 
eroded penis and a collodion cover would not be 
too effective, and so much of the thorium X would 
be lost. As to aqueous solutions of thorium X, they 
are less certain of calculated effect unless per- 
mitted to dry thoroughly and then lacquered in the 
customary way. Nothing much would be gained 
in this way. It was for these reasons that grenz- 


ray therapy was employed in this case. 


Diagnosis: Epidermolysis Bullosa (Mostly of 
the Mucous Membranes) in Identical Twins. 
Presented by Dr. HELEN O. Currtu. 

Identical twins, 23 years old, present nearly 
identical complaints and manifestations. They are 
said to have been delivered normal but, on the 
second day of life, bled from the tongue and the 
tips of several fingers. From infancy, it was noted 
that most finger- and toenails failed to develop 
(a few are present). Disturbance of hair growth 
was also noted in childhood. Throughout the years 
the patients have had recurrent hemorrhagic bullae 
in the mouth, pharynx, and esophagus. Operations 
for rectal fissures were undergone by both at the 
age of 12, and one of the twins underwent 
esophagoscopy because of hemorrhages, possibly 
from bullae in the upper alimentary tract. 

Examination at this time shows the anonychias, 
white patches on the buccal mucosae, milia on the 
tongue, and scars at the sites of bulla around the 


ankles, 
Discussion 


Dr. Davin BLoom: I believe that these are cases 
of mild dystrophic epidermolysis bullosa. However, 
there are unusual features which make this diag- 
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nosis somewhat uncertain. The absence of finger- 
and toenails with the history of falling off of the 
nails soon after birth would bespeak severe dys- 
trophic epidermolysis bullosa, but, in fact, these 
patients present moderate cutaneous and mucous 
membrane involvement. The small lesions on the 
tongue which may correspond to milia seen on the 
skin are also unusual. One has to think of another 
possible diagnosis, namely, ectodermal dysplasia in- 
volving the nails and associated with a mild form 
of epidermolysis bullosa. Both of these conditions 
are inherited. In these cases no ascending family 
members are affected. We may then be dealing 
with a mutation in one of the parents resulting in 
an affected first generation. 

Observation of future generations may throw 
light on the correct diagnosis in these cases. 

With respect to the factor of trauma, trauma 
is indeed an important factor in the production of 
bullae in the simple type of epidermolysis bullosa. 
In the severely dystrophic type the underlying 
factor leading to bulla formation is most probably 
a more profound metabolic disturbance of unknown 
nature. 

In any event, | should suggest a biopsy of one 
of the milium-like lesions of the tongue. 

Dr. ABRAHAM J. OrFuss: I was impressed with 
the comparatively slight amount of damage which 
these twins have sustained from such a destructive 
disease as epidermolysis bullosa can be. They pre- 
sent no evidence of bulla formation or scarring 
over the joints and none of the atrophic changes 
that one usually associates with this condition. On 
grasping and pressing the hands, I was struck by 
their soft velvety skin. I also had the impression 
that the joints were slightly hyperextensible. Is it 
possible that we might be dealing with a mild 
manifestation of the Ehlers-Danlos syndrome? 

Dr. HeLten O. CurtH: young 
seem to show mirror-image qualities, which pre- 
sumably make them identical twins. When they 
were small, their resemblance was still greater. 

I agree with Dr. Bloom that this is epidermolysis 
bullosa of the dystrophic type. 
milia and scars, the absence of nails, and most of 
all the pattern of recessive inheritance speak in 
favor of this type of genodermatosis. I did not see 
any signs of the Ehlers-Danlos syndrome. 


These women 


The presence of 


The twins were apparently frequently ill when 
they were small but have been slowly outgrowing 
their disorder. 
of hemorrhagic blisters on the mucous membranes 


1 think the number preponderance 


over the cutaneous blisters is interesting. The dis- 
turbance of the growth of scalp hair may also have 
The 


epidermolysis bullosa seems to have 


been a sign of epidermolysis bullosa. 
sibility of 
escaped the specialist who performed the esoph- 
agoscopy. This is a rather risky undertaking in 
patients with epidermolysis bullosa in view of the 


pos- 


possible sequelae. I never saw milia on the tongue 


before. Since milia on the skin in epidermolysis 


bullosa are supposed to represent obstructed dilated 
sebaceous glands, it would be nice to know which 
type of glands are obstructed on the tongue. I 


suppose biopsy is in order. 


Diagnosis: Arsenical Pigmentation with Kera- 
toses of the Palms and Soles, Squamous-Cell 
Epithelioma of the Palm, and Multiple Super- 
ficial Basal-Cell Epitheliomas of the Trunk. 
Presented by Dr. Conrap STRITZLER. 

A 55-year-old electrician is presented with a gen- 
eralized, mottled pigmentation of the trunk, kera- 
toses of the palms and soles, an ulcerating lesion 
of the right palm proven histologically to be a 
squamous-cell carcinoma, and multiple superficial 
basal-cell epitheliomas of the trunk. These con- 
ditions are now of many years duration but were 
insidious in onset. During childhood, the patient 
was told he had chorea, for which drops ( Fowler's 
solution?) were given over a_ period of many 
months. 

One year ago, a basal-cell epithelioma was ex- 
cised from the right temple. Six months ago, the 
large, fungating squamous-cell epithelioma of the 
right palm was curetted and given 4,500 r x-ray 
therapy. It has Many superficial 
flat epitheliomas of various shapes and sizes on the 
A few such 


failed to heal. 


trunk have been excised or curetted. 
lesions, scattered on the thighs, pubic area, and 
right foot, are still present. The patient’s general 
health has not as yet been affected. 


Discussion 


Dr. Hans H. Biserstern: Before discussing 


arsenotherapy for dermatologic conditions (other 
than syphilis), | wish to make a few comments 
on the question of carcinogenesis and arsenic medi- 
cation. 

In this country “superficial flat epithelioma” of 
the skin is usually ascribed to previous administra- 
tion of arsenic by many observers. Although there 
is no doubt that 
ability, | doubt that it should be incriminated in 
cases of superficial flat epitheliomas to the extent 
that it is. [ doubt it 
Medication with arsenic has been widely used in 
Europe for a long 


arsenic has cancer-producing 


for the following reasons: 


Germany and other parts of 
time, not only in dermatologic conditions (e. ¢., 
psoriasis, lichen planus, dermatitis herpetiformis, 
also in 


mycosis fungoides, warts, hair-fall) but 


general medicine (e. g., anemias Of many varieties, 
lymphoblastomas). Despite this wide use of arsenic, 
superficial flat epitheliomas were rare in Germany. 
As a matter of fact, when Arning presented a case 
of the type we see tonight under the title of “mul- 
tiple carcinoids of the skin” (XII. Congr. Dtsch. 
Ges., Hamburg, 1921 [Arch 
138 :458, 1922]), prolonged 


derm. Dermat. 1. 


Syph. 


discussion by 
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Jadassohn, Herxheimer, Zicler, Frieboes, Kyrle, 
Hoffman, Lewandowsky, Arzt, Ullmann, and Volk 
followed. Not one of them referred to arsenic as 
a possible cause, although all of them doubtlessly 
had vast experience with arsenical medication. One 
would think that if arsenic were as cancerogenic 
with respect to superficial flat epithelioma as it is 
said to be, such epitheliomata would have been 
nothing unusual in middle Europe and such author- 
ities as those cited would have been aware of a 
correlation. The simple facts are that the condition 
in point was rare in Germany, and arsenic was not 
implicated when the condition was found. I am not 
sure that I saw as many as 10 cases of it during 
the more than 15 years (1920-1935) that I worked 
in the Dermatologic University Hospital in Breslau. 

Now we come to the situation here. It seems 
to be exactly in reverse. Arsenotherapy is spar- 
ingly used in this country, and superficial epithe- 
liomata are common. What explains the paradox ? 
If one finds a history of arsenotherapy in a case 
of superficial epitheliomata, may it not be purely 
coincidental and not causal, or may it be causal only 
because the dose was huge or because the period 
of administration was prolonged beyond a_ period 
of time to be considered safe on the basis of past 
experience? I do not know the answer except to 
say that, while there is no “law” about dose and 
duration of treatment with arsenic, no harm came 
of the Continental practice of administering Fowl- 
er’s solution (diluted in 2 parts of peppermint 
water) in ascending doses of 2 to 10 to 20 drops 
three times daily by mouth (Jadassohn, J.; Derma- 
tologie, Wien, Bern, Weidmann & Co., 1938, pp. 
179-180) or 0.1 to 1.0 ce. daily of a 1% solution 
of arsenous acid by intramuscular or subcutaneous 
injection. It has been my practice to give these 
medicaments in a course of 6 weeks for psoriasis 
and 8 to 10 to 12 weeks for lichen planus, derma- 
After 
such a course, a pause of at least three months 
should ensue before arsenic is resumed again if 


titis herpetiformis, and mycosis fungoides. 


necessary. 
Of course, arsenic, like nearly every other agent, 

that will 

However, one 


force permanent 
reaction, 


may have side-effects 


discontinuance common 
namely diarrhea, requires but temporary discon- 
tinuance. After a few days or a week, cautious 
resumption may result in tolerance. 

Dr. FRANcES PASCHER: | am impressed with the 
carcinogenic potentialities of inorganic arsenic. I 
do not think it is possible to state how much is 
safe or how long or short a term is permissible. 
The patients we studied (Pascher, F., and Wolf, 
J.: J. A. M. A. 148:734-736, 1952) were given 
arsenic for asthma in the form of Fowler’s solu- 
tion for 18-20 months before arsenical hyperpig- 
keratoses, and keratoderma 
for these and other 


mentation, arsenical 


time of onset 


appeared, The 
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manifestations (e. g., epitheliomatosis) may be as 
early as 1 month or as late as 30 years after the 
ingestion or parenteral administration of the drug. 

Dr. Conrap Srritzter: The question of the 
advisability of using x-ray therapy in treating the 
squamous-cell cancer of the palm has been raised, 
with reason. I have seen identical lesions in pa- 
tients treated with Fowler’s solution by the Biloxi 
Clinic and at first I advised excision and _ plastic 
repair. One such patient soon developed widespread 
metastases. Since then we have been treating 
these lesions with thorough curettement and x-ray 
therapy, with better results. This patient, however, 
has, I believe, a slowly healing painful ulcer mark- 
ing the site of therapy for the prickle-cell carci- 
noma. 

We have now seen several patients treated years 
ago (by the Biloxi Clinic) with Fowler’s solution 
for asthma who have developed arsenical pigmen- 
tation, keratoses of the palms and soles with 
prickle-cell epitheliomas. The frequent, almost con- 
sistent association of the basal-cell epitheliomas 
makes it difficult to avoid a belief in the etiologic 
role of arsenic in this condition. 


Diagnosis: Systemic Lupus Erythematosus with 
Nephrotic Syndrome in a Pregnant Woman. 
Presented by Dr. FRANCES PASCHER. 

A white woman, 31 years old, is now in the 
beginning of her eighth month of pregnancy. Two 
previous pregnancies were uneventful, except for 
pyelitis two years ago, during the second. Four 
months ago, after some hours in the sun, “blisters” 
and “pus-pimples” appeared, two of which had to 
be lanced. A few days later a rash which has 
spread and has become progressively more marked 
was noted. 

When first month ago, the patient 
complained of marked fatigue and she looked 
acutely ill. A widely disseminated purple-red 
macular erythematous scaly eruption was found on 
the trunk, thighs, and upper extremities. The face 
and lips were puffy and purple-red in color. Two 
shallow ulcers and a leukokeratotic plaque were 
found on the buccal mucosa. The feet were 
edematous. Recorded rectal temperatures taken 
every four hours for one week showed no eleva- 


seen, one 


tion. 

Laboratory findings were as follows: an L. E. 
test showed only an occasional L. E. cell; the sedi- 
mentation rate was 90 mm. per hour (normal, 15 
mm, per hour); the total proteins were 4.9 mg. % 
(normal, 6-8 mg. %); albumin was 1.8 
mg. % (normal, 4-5 mg. %),; blood globulin was 
3.1 mg. % (normal, 2-3 mg. %); the A/G ratio 
was 0.58 (normal, 1.6-2.0); blood urea nitrogen 
was 10 mg. % (normal, 10-15 mg. %); blood 
sugar was 94% (normal 80%-120%); blood 
cholesterol was 440 mg. '% (normal, 250 mg. %); 
the Wassermann test was negative. Repeated 
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urinalysis showed 4+ albumin, a few hyaline casts, 
and red cells on one occasion. Two tests for oc- 
cult blood in the stool were negative. The hemo- 
gram disclosed a leukocytosis of 10,500 WBC, with 
75% neutrophils but no anemia. Porphyrins were 
not demonstrable in the urine. 

Treatment was instituted with 
doses of 10 mg. q. i. d. for one week, 10 mg. 
t. i. d. for a second week, and then 5 mg. t. i. d. 
Some clinical improvement was noted within 10 
days. The patient’s weight (146 Ib.) and blood 
pressure 124/88) have remained constant. 


prednisone in 


Discussion 


Dr. Jutitus H. Pottock: I point out to the pre- 
senter the striking similarity of the renal picture 
in this case to Epstein’s nephrosis. The hyper- 
cholesteremia is not due to liver damage or to 
depressed metabolism, but undoubtedly is a com- 
pensatory mechanism to maintain osmotic balance 
in blood by substituting lipids for lost protein. 
This also happens in Epstein’s nephrosis. 

Corticosteroids and thyroid should, of course, be 
used here with care. However, my experience over 
a period of four years, with almost a dozen cases 
of gestational dermatoses treated with corticos- 
teroids, has been gratifying. There was striking 
relief in these most uncomfortable conditions and 
no harm to mothers and children. 
been the experience of others who have dealt with 
dermatoses of pregnancy. I doubt that pregnancy, 
lupus erythematosus, and nephrosis in any combi- 
nation is a contraindication to corticosteroid therapy. 

Dr. Epwarp H. MAnpev: In acute disseminated 
lupus erythematosus, the combined use of Aralen 
and corticosteroids has seemed to be more effective 
than the corticosteroids alone. However, I have 
not used this combination in a patient with both 
acute disseminated lupus erythematosus and preg- 
nancy. 

I should like to suggest as additional therapy 
the intramuscular injections of heparinized com- 
patible blood in the amount of 30 cc. three times 
a week. 

Dr. ALEXANDER A. FisHer: Dr. Pascher’s case 
reminds me of a Negro woman whom I presented 
before this Society at the November, 1954, meeting. 
This woman was 24 years old and was presented 
because she had lupus erythematosus and chronic 
nephritis during pregnancy. She had considerable 
edema of the legs. There was 4+ albumin in the 
urine and many casts and blood cells. In addition 
she had a severe secondary anemia. This patient 
was subsequently treated at the Mt. Sinai Hospital, 
where she delivered a normal child. After the 
delivery the lupus erythematosus improved con- 
siderably. Although L. E. cells were never found 
in this patient, it was felt that she was systemic 
L. E. with chronic nephritis. 


This has also 


As far as the use of steroids in pregnancy is 
concerned, I wish to state that I have treated 
several patients with various steroids during preg- 
nancy, and I have been fortunate enough not to 
have had any ill effects in either mother or child. 
I recall the trepidation with which I treated my 
first case of severe herpes gestationis with corti- 
sone. This case was presented at the February, 
1953, meeting of our Society and was one of the 
first cases so treated in New York City. This 
patient two years later again became pregnant and 
again had herpes gestationis, which was success- 
fully treated with steroids for the second time with- 
out any complications in mother or child. 

Dr. Conrap Srritzter: I take it that Dr. 
Pascher intends us to understand that the nephrotic 
syndrome in this patient is a complication of the 
systemic lupus and not an independent condition. 

Dr. Frances PAscuer: This patient presents an 
uncommon complication of systemic lupus erythe- 
matosus. The diagnosis of nephrotic syndrome was 
based on the edema, hypoalbuminemia, hypercholes- 
teremia, and massive proteinuria. The inversion 
of the A/G ratio in this case was due to a drop 
in the albumin concentration, rather than to an 
elevation in the globulins which is usually the case 
with systemic lupus erythematosus. Relatively few 
instances of systemic lupus erythematosus with 
nephrotic syndrome have been reported, and as far 
as I know this is probably one of the first examples 
in a pregnant woman. She poses a very difficult 
problem in management. 

There is no question that intensive corticosteroid 
therapy has greatly benefited cases of idiopathic 
(Epstein’s) nephrosis. I am afraid the story in the 


nephrotic syndrome associated with systemic lupus 
erythematosus is rather different. Of 10 such cases 


reported by Belak et al., (Arthritis & Rhewmat. 
1:204, 1958), three developed glomerulonephritis 
and the other seven died within 3-36 months of the 
onset of their edema. 

One cannot be sanguine about the administration 
of corticosteroids during pregnancy. Cortisone-in- 
duced cleft palate has been reported, (Gluecksohn- 
Waelsch, S.: Trends in Mammalian Teratology, 
Pediatrics 19:777, 1957). I feel the safest course 
would be to hospitalize this patient and to ad- 
minister intensive corticosteroid therapy under close 
medical supervision. 

Ocular Pem- 
Pottock and 


Pemphigus Vulgaris? 
Jurius H. 


Case for Diagnosis: 
phigus? Presented by Dr. 
Dr. Irving D. EHRENFELD. 

Diagnosis: Rosacea-like *“Tuberculoid” 
Presented by Dr. Frances Pascuer and Dr. WILLIAM 
M. Coon (by invitation). 

Diagnosis: Porphyria Cutanea Tarda. Presented by Dr. 
Joun Gars and Dr. J. SHapiro (by invitation). 

Case for Di is: Gr 1 of Unknown Cause. Pre- 
sented by Dr. Apranam J. Orruss. 


of Lewandowsky. 
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Nevus Flammeus around the Midline of the 


Diagnosis: Virilizing Syndrome Due to Arrh blast of 
Left Ovary? Presented by Dr. Conrad 

Diagnosis: Kaposi’s Sareoma. Presented by Dr. ArtTHUR 
B. Hyman and Dr. Saut Brav. 

Presented by Dr. ALFRED 
Suapiro (by invitation). 

Presented 


Diagnosis: Mycosis Fungoides. 
W. Kopr and Dr. ALrrep J. 


Diagnosis: Facial Granuloma with Eosinophils. 
ORFUSs. 


by Dr. Apranam J. 


Jan. 15, 1959 


Allergic Contact-Type Dermatitis 
Presented by Dr. ALEX- 


Diagnosis: 
Due to Polyethylene. 
ANDER A, FISHER. 


A man, aged 34, is a supervisor in a factory 
where polyethylene tubing and sheets are made 
The patient has been 
One year 


from polyethylene pellets. 
working in this factory for six years. 
ago he developed a dermatitis of the hands. 
The results of patch testing follow: 


Material Tested 


1. CA Monsanto clear plastic sheet 

2. BA Bakelite clear plastic sheet 

3. BB Bakelite denser plastic sheet 

4. 23 A DuPont clear plastic sheet 

1. CA Monsanto pellets 

2. BA Bakelite pellets 

3. BB Bakelite pellets 

4. 23 A DuPont pellets 

The reactions to the 1 in. squares of the CA 

Monsanto and the BA Bakelite were mild but 
definite (1+). The reactions to the pellets may 


have been caused by pressure. When these same 
materials were applied to the arms in larger squares 


and left on for four days, there were markedly 


positive reactions to them. 


It is known that polyethylene molding and ex- 
two types, namely, a 


trusion materials are of 


general purpose substance that is unmodified but 


comes with or without colorants and dielectric com- 


pounds which contain antioxidants. 


The actual sensitizer has not vet been determined. 


It may be the polyethylene resin itself or a chemical 


additive. Occasional sensitization to these resins 


has been reported, especially in workers coating the 


resins before complete polymerization has occurred. 
However, allergic sensitization to the finished pro- 
duet, such as demonstrated in this patient, is ap- 


parently extremely rare. 


These resins are used in the form of blown 
bottles, tubing, gloves, tape, sheeting, film, and for 


packaging, tableware, wire and cable insulation, 


molded closures, ete. 


Submitted for publication Feb. 25, 1959. 
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mi 
Face Associated with Epilepsy. (Sturge-Weber Syndrome). 
Seborrheic Dermatitis of Sealp and Eyebrows. Presented 
by Dr. Heten O, Curtu. 

Diagnosis: Case of Ragweed Dermatitis—Duration Twenty 
Years. Presented by Dr. Jutius H. 

Diagnosis: Lichenoid Sarcoidosis. Presented by Dr. 
I. Lusowe and Dr. Epwarp H. MANDEL. 


Discussion 


Dk. Morris Leiper: The interpretation of the 
clinical and laboratory aspects of this case are 
arguable. Examining the hands, what one sees does 
not look like allergic eczematous contact dermatitis 
—the picture is that of a few healing vesicles on 
the interdigital surfaces of a few fingers. It is what 
would ordinarily be called pompholyx. 


Reactions to Reactions to 
In. Squares Large Sheets 
in 48 Hr. in 96 Hr. 

+ 


0 

0 
Now as to the patch tests. Performed in ordinary 
manner of placing the suspect material on the 
skin under occlusion for two days, a 1+ reaction 
was obtained. Occlusion of a large area of the skin 
with a large sheet of the material for four days 
gave a much severer reaction. It is assumed then 
that both reactions were truly allergic and that the 
intensity of reaction was a function of duration of 
contact. It may well be that both reactions are 
not in the nature of allergy but rather inflammatory 
changes in the nature of prickly heat or secondary 
infection caused by occlusion of the skin with 
heremetically sealing materials. When 
with a sealing material like plastic, one is somewhat 
in the position of testing with an unknown that 
requires simultaneous control tests on several non- 


one tests 


exposed persons in order to see if primary irritancy 
or some other reaction mechanism, aside from the 
allergic, is not provoked by them. In this case 
the patch tests of both 48 and 96 hours of contact 
and with small and large samples would have been 
more meaningful if they had been done at the 
same time on “normal” persons and no reactions 
had been obtained in the latter. 

Failing this control, biopsy specimens of the 


severe reaction ought to have been done if the 


° 
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matter were to be presented as proved. Allergic 
eczematous reactions are in distinctive ways dif- 
ferent from primary irritant, secondary infective, 
or prickly heat-like reactions. 

Dr. ALEXANDER A. FISHER: As we have indi- 
cated in the protocol, allergic dermatitis due to 
polyethylene must be extremely rare. The medical 
director of the Union Carbide Corporation, which 
is the largest producer of polyethylene, has notified 
me that he is not aware of any cases of sensitiza- 
tion to finished polyethylene and that none of the 
employees engaged in the manufacture or handling 
of polyethylene has become sensitized. 

Dr. Leider has pointed out that the eruption on 
look like 


dermatitis. This is a valid objection, and we intend 


this patient’s hands does not contact 
to have the patient wear polyethylene gloves for 
several days to see whether a more typical type of 
contact dermatitis will develop. 

The reason for leaving on large pieces of poly- 
ethylene sheeting for more than 48 hours was to 
make more evident a sensitivity which is of a low 
degree. Schwartz has pointed out (Schwartz, Tuli- 
pan, and Birmingham: “Occupational Diseases of 
the Skin,” Ed. 3, Philadelphia, Lea & Febiger, 
1947, p. 67) that in testing with fabrics or with 
other substances in which the allergen is of a low 
concentration, large samples of the material may 
be left on from two to five days. 

Dr. Leider’s suggestion that a histologic exam- 
ination be made of the areas where reactions to the 
polyethylene patch tests were performed in order 
to determine whether we are dealing with a true 
allergic eczematous reaction or not is of consider- 
able interest. However, we have recently been 
studying this problem and have found that such 
histologic examinations are frequently not very 
rewarding in differentiating primary irritant reac- 
Many histopathol- 
ogists, including Dr. Arthur Hyman, coneur with 
this opinion. 


tions from true allergic ones. 


Diagnosis: Lichenoid Eruption Due to Color 
Developer. Presented by Dr. ArtHur B. Hy- 
MAN and Dr. Roperr A. BERGER (by invitation). 
A 20-year-old Negro youth has been employed 

for the past two years by a photographic supply 

In the course of his work, he handles at 

least six different compounds in preparing developer 

He states 

that the protective clothing worn is inadequate to 

prevent occasional skin contact with these chemicals. 


house. 


solutions from powders and_ solvents. 


Moreover, the atmosphere is always dusty from 
airborne powder particles. A skin eruption was 
first noted by the patient six months ago, beginning 
with tiny papules on the left forearm. Other areas, 
as noted below, were progressively involved during 
the following months. At no time was the eruption 
eczematous in character. The penile lesions are 
pruritic; otherwise the 


moderately condition is 


asymptomatic. Three other employees in the same 
plant, all of Pureto Rican extraction, developed 
similar eruptions. We have observed gradual resolu- 
tion of the papular elements, although the patient 
has continued on the job and has not taken special 


precautions. Therapy has consisted of simple anti- 
pruritic creams and oral antihistamines. 

When first seen, four months ago, the patient 
displayed an extensive papular eruption, morpho- 
logically typical of lichen planus. Pinhead-sized, 
round or polygonal, slightly elevated, shiny, erythe- 
matous, nonscaly papules were found on the fore- 
arms, wrists, and dorsa of the hands. On the 
penile shaft and the lesions were 
aggregated into lichenified 
On the upper arms, eyelids, and trunk, 


scrotum, the 
irregular, grayish, 
plaques. 
occasional discrete papules were observed with a 
short linear streak of lesions on the left side of 
the abdomen (Koebner phenomenon). The eyelid 
lesions were circinate in outline. In addition, well- 
demarcated, nummular, hyperpigmented 
were present on the forearms and the right upper 
eyelid. In the four months during which the pa- 
tient has been under observation, there has been 
definite resolution of most of the papules, but the 
penile lesions and the hyperpigmented macules are 


macules 


little changed. No oral lesions have been seen at 
any time. 

Patch tests gave positive reactions to two of the 
handled by the patient, 
monobenzylparaminophenol hydrochloride and 4- 
amino-3-methyl-N-diethyl-aniline. Neither of these 
gave primary irritant reactions in the concentra- 
tion employed (2%) when control 
The second chemical, the trade name of 


compounds namely, to 


tested on a 
group. 
which is CDs, is one of a large group, the p-amino- 
N-dialkyl-anilines, members of been 
implicated in all the similar cases previously re- 


which have 


ported. The patient also showed a 48-hour ec- 
zematous 2% paraphenylenediamine. 
None of the reactions has evolved into a lichenoid 


response to 


lesion; each shows only hyperpigmentation as a 
residual effect. 

Biopsy revealed the following findings: The 
horny and granular layers are well formed. The 
epidermis is irregular. The rete pegs are elongated 
particularly at their tips, and the basal margins are 
washed out. This is due to a heavy inflammatory 
infiltrate which is fairly limited to the papillae and 
upper cutis. It consists almost entirely of small 
round cells mixed with a considerable number of 
melanophages. The picture is strikingly like that of 
lichen planus. 


Discussion 


Dr. Epwarp H. MAnpev: I have seen approxi- 
mately 10 patients with this type of eruption; 
all of them had come in contact with CDs, which 


is one of the chemicals comprising a color de- 
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veloper. In the majority of cases, typical lichen 
planus lesions were present. However, there were 
several cases where the cutaneous response was 
eczematous. 

CDz is a substituted paraphenylenediamine. The 
patients in = my were tested with both 
paraphenylenediamine and CDs. The patch tests 
were positive to both and eczematous in character. 


series 


This eruption differs from lichen planus in its 
rather prompt resolution with topical therapy of 
steroids, compresses, and soft x-ray. 

Dr. Jutrus H. Pottock: As Dr. Hyman states, 
this is a peculiar eruption to conceive as a contact 
dermatitis. How can one visualize a distribution 
like this from contact when it involves the volar 
aspects of wrists and forearms and then skips to 
the penis? I believe the eruption is lichen planus 
and that it may be due to the chemicals cited 
which are absorbed from the skin 
from mucous membranes after ingestion or in- 
halation. This part of the mechanism is like that 
of many drug eruptions. 

Dr. FrRANz HERRMANN: The fact that drugs 
can precipitate not only eruptions similar to lichen 
planus but, also true lichen planus with all its 
clinical and histological features was likewise in 
earlier periods subjected to serious reasoning as 
regards the possible pathogenesis of this dermatosis. 
Such drugs include Atabrine and, in particular, 
arsenicals. 

Dr. ArtHUR B, HyMan: Clinically and_his- 
tologically, this case is classic and typical lichen 
planus. Perhaps one may say that here we have 
lichen planus of known cause. The patch test 
reaction to the material used in color developer 
was that of allergic eczematous contact 
dermatitis, not that of lichen planus. The offending 
material, therefore, most likely produced the 
lichenoid response, either by inhalation or perhaps 
by transepidermal absorption rather than by direct 
contact. 

If, as Dr. Herrmann says, the arsephenamines 
and Atabrine produce exactly the same lesions 
as seen here tonight, one might seek something 
in common between these drugs and the color de- 
veloper in an attempt to find the common de- 
nominator for lichen planus in general. 

Dr. ALEXANDER A. FisHer: In the 
cases of lichenoid eruption due to color developer 
have lesions of the oral mucosa been described. We 
are attempting to produce lesions in this area by 
local applications of the color developer to the 
mucous membranes of the mouth. 


or absorbed 


type 


none of 


It is interesting to note that this patient also 
reacts to paraphenylenediamine. In our studies 
with ordinary paraphenylenediamine we have never 
seen any relationship between paraphenylenediamine 
sensitivity and lichen planus. However, there is 
no doubt in my mind that the substituted para- 
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phenylenediamine which is used in color developer 
has a definite relationship to the production of a 
lichen planus-like eruption. It is my belief that the 
mechanism of the production of the eruption is 
by contact rather than by inhalation of the color 
developer, since there have been occasional reports 
where an eczematous patch test reaction to the 
substance became lichenoid. 

Dr. Ropert A. Bercer (by invitation): The 
first mention of this unusual phenomenon was by 
Dr. William R. Buckley of Rochester (A. M. A. 
ArcH. DerMart. 78:454 (Oct) 1958). He described 
the evolution of clinically and histopathologically 
typical lichen planus from eczematous 
patch test reactions to certain color-developer com- 
pounds. No such evolution was observed in our 
patient, who showed only a subacute eczematous 
response to patch testing without the subsequent 
development of lichenoid papules. 

The possibility of systemic absorption of the 
chemical, with a lichenoid eruption developing in 
susceptible persons analogous to that seen after 


lesions 


the use of quinacrine and arsenicals, was not men- 
tioned by Buckley. The 4-amino-3-methyl-N- 
diethyl-aniline, implicated in our case, is a rather 
coarse and granular power not likely to be inhaled. 
However, sufficient quantities might be absorbed 
through the skin, or through ingestion, to cause 
an eruption. Certainly the distribution of the lichen 
planus-like eruption, and the small size and sharp 
demarcation of the individual papules, suggest some 
other mechanism than a peculiar contact dermatitis. 
We then must explain the regular observation 
of eczematous patch test reactions to color de- 
velopers in these cases. It may be that this is 
coincidental, the 4-amino-N-dialkyl-anilines having 
been shown to be strong epidermal sensitizers in 
guinea pigs, or it may be that the development of 
eczematous sensitivity of the usual kind enchances 
absorption of the chemical through the skin, suffi- 
cient for the subsequent lichenoid eruption to occur. 

Enough such cases have now been observed, as 
noted by the previous speakers, to rule out one 
possibility at least—we are surely not dealing with 
unrelated cases of “idiopathic” lichen planus in 
color-developer handlers, for the eruption has been 
seen too frequently, by several different observers. 
The problem merits further investigation and_re- 
search. 


Diagnosis: Sarcoidosis with Hypertrophy of the 
Lacrimal Glands. Presented by Dr. Conran 
StritzLer and Dr. JAMES Morrett (by invita- 
tion). 

A Negro housewife, age 25, is presented with 
a history of a papular and nodular eruption about 
the eyelids, forehead, and knees of several years’ 
duration. These lesions have been asymptomatic. 
There has been an occasional nonproductive cough 
but no other pulmonary symptoms. 


te 
time 
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Fig. 1—Clinical aspect of sarcoidosis about the 
eyes. Note the papules on the upper lids partic- 
ularly, and note with special care the enlarged 
lacrimal glands faintly delineated over the eyeballs 
at the outer canthi. 


The nodules about the lids are soft, smooth, 
skin-colored, and bead-sized. The nodules about the 
knees are orange-colored, pea-sized, and fewer in 
number than those about the lids. There has been 
significant adenopathy of the cervical, occipital, 
epitrochlear, axillary, and inguinal lymph nodes, 
but in recent months these have tended to diminish 
in size. 

The lacrimal glands are enlarged; the eyes are 
otherwise normal. The spleen is palpable about 
1 fingerbreadth beneath the costal margin; it is 
firm, and not tender. No other organ 
edges are palpable. Peripheral nerves are not 
thickened. A neurological negative. 


Laboratory studies were as follows: 


smooth, 


survey is 
X-rays of 
the lungs show pulmonary sarcoidosis. X-rays of 
the hands, feet, and nasal bones are negative. A 
Kveim test performed in May, 1958, was positive. 
Tuberculin tests were negative in 1:10,000 dilution, 
plus-minus in 1:1,000 dilution. Blood urine 
studies were negative. Biopsy specimen from a 
knee naked, 
tubercules diagnostic of sarcoidosis. 


and 


nodule on the showed epithelioid 

There has been no response to iproniazid (Mar- 
salid) or chloroquine and little response to a two- 
month course of prednisone. 

The patient is one of four in a series of seven 
with sarcoidosis who have lacrimal gland hyper- 
trophy. The case is presented to emphasize the 
diagnostic significance of this 


frequency and 


finding. 
Discussion 


Dr. Morrts Leiber: Dr. Hyman urges me to 
open a discussion on the cause of sarcoidosis. At 
the moment the spirit is as unwilling as the flesh 
is weak. I should only say that all the evidence 
that has been adduced to suggest that sarcoidosis 
emanations 


is related to beryllium-rich soil or 


from pine forests is not nearly as strong as the 
old evidence that sarcoidosis is a rare consequence 
of infection with organisms like the mycobacteria, 
some protozoa, and some fungi, at a stage of late 
immunobiologic developments toward such organ- 
isms. 

Dr. Heten O. Curtu: wonder if the involve- 
ment of the lacrimal glands has resulted from 
extension of the cutaneous process, since in this 
patient the eyelids are severely involved. 

Dr. JAMES FRANCIS (by invitation) : 
From our recent observations, enlargement of the 
lacrimal glands in sarcoidosis is of far commoner 
occurrence than we previously were aware. In 
many cases the enlargement is apparent without 
even everting the lid. Once we started routinely 
to look for this sign, we were surprised at the 
frequency with which we found it. It should be 
that all these cases had concomitant skin 
lesions of sarcoidosis. 


noted 


It has been difficult to 
ophthalmologists and 


Dr. CoNARD STRITZLER: 


obtain) information from 


ophthalmological texts regarding the average size 
of the normal anterior lobe of the lacrimal gland. 
Accordingly, we have measured this in 10 ap- 
parently normai people. The lacrimal gland is easily 
visualized by everting the upper lid and having 
the patient look downward and nasally, wherewith 
it presents as a yellowish-white, ovoid or globoid, 


lobulated mass, from 4-5 mm. in diameter. 

We have arbitrarily doubled this figure and 
taken 1 cm. as the upper limit of normal. Using 
this as our criterion of hypertrophy, we have 
found four of the seven sarcoid patients in our 
series with hypertrophy of these glands. None of 
the patients had other eye conditions found in 
sarcoidosis, such as uveitis, and none had asso- 
ciated enlargement of the parotids. 

This patient’s lacrimal glands are 1.5 cm. in 
their longest diameter and 1 cm. in the least and 
present as red, oval, granular masses when the 
lids are everted and the eyes turned downward 
and nasally. 

It may be, of course, that our high incidence 
of lacrimal gland hypertrophy in these 7 cases 
of sarcoidosis is purely fortuitous and the next 
20 patients we see will show glands of average 
dimensions. We hope that all clinicians who read 
this will look for this sign and report to us, so 
that we can determine its incidence and possible 
importance as a diagnostic criterion of sarcoidosis. 

Dr. JoHN Garp: If Dr. Stritzler considers 
the condition of his patient with sarcoidosis serious 
enough, and since the patient did not respond to 
Marsalid, chloroquine and prednisone, I should 
like to recommend experimental treatment with 
edathamil disodium. Rukavina, Orkin, and Lynch 
(J. Invest. Dermat. 31:259-262 |Nov.| 1958) re- 
ported clinical and histologic evidence of improve- 


159/245 


| 
1 
q 
| 


ment in three cases of cutaneous and suggestive 
visceral sarcoidosis so treated. At any rate, this 
form of therapy should be considered in other 
cases of sarcoidosis that do not respond to what- 


ever we have been using in recent years. 


Diagnosis: Reticulum-Cell Sarcoma. Presented 

by Dr. Max Wo r. 

A 56-year-old Italian man presents a tumorous 
process on various parts of the body of 20 years’ 
duration. The first tumors appeared on the right 
chest wall and enlarged gradually. Later, more 
tumors developed on the abdomen, right thigh, 
and buttocks. Most of the masses grew for two 
to three years and then underwent 
complete resolution by scarring. No treatment was 
given at any time. 

Examination five months ago 
right side of the chest above the nipple, a globular 
mass measuring 43% in. in largest and smallest 
diameters, centrally depressed, traversed by  tel- 
angiectasias and resembling a keloid in its rubbery 
consistency. On the outer aspect of the right thigh 
there was a tumefaction measuring 7X8 in., which 
consisted of confluent plum-sized, 
violaceous, lobulated, hard tumors with indentations 


partial or 


showed the 


discrete and 
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between them. To the left of the umbilicus there 
was a more erythematous process that looked and 
felt deep and, moreover, showed exudation and 
crusting on its surface. On the upper left quadrant 
of the abdominal wall there were several half- 
dollar and larger sized irregularly shaped atrophic 
areas. On the posterior aspect of the right thigh 
there was an atrophic scar that measured 2X4 
in. and was the former site of large tumors. To 
the right of the intergluteal cleft there was a 
plaque of small palm size that was partly clear 
in the center and ranged with nodular infiltrations 
around its periphery. On the left buttock there 
was a dollar-sized atrophic, wrinkled area. Below 
the right clavicle there was an erythematous, flat, 
hard, infiltrated plaque with satellite nodules. 

Reexamination at this time revealed intensifica- 
tion of the process in the form of increase in size 
and number of tumors on the right thigh. The 
scarring remained as before. In some places super- 
ficial bullae have developed on some of the masses, 
apparently from overexposure to ultraviolet light 
which has recently been given. 

Laboratory studies with respect to the peripheral 
blood and determinations of total protein, albumin, 


Fig. 2.—Clinical aspect of reticulum-cell 


sarcoma with self-healing tendency. 


: 
Be 
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globulin, and cholesterol yielded normal findings. 
The sedimentation rate was normal. Serologic tests 
for syphilis and urinalysis were negative. X-ray 
examination of the chest showed healed and ar- 
rested tuberculous infiltration of both upper lobes. 
The bones of the hands were normal. 

Biopsy was interpreted by Dr. Arthur Hyman 
as follows: The epidermis is stretched. The upper- 
most cutis is hardly affected. The rest of the cutis 
shows a massive infiltrate between the collagen 
elements, which are rather well preserved. The in- 


filtrate consists of cells of all shapes and _ sizes, 
with poorly defined outlines, light-pink reticulated 
cytoplasm, reticulated nuclei, many mitotic figures, 
and an admixture of lymphocytic elements and a 
few polymorphonuclear leukocytes. From a purely 


histologic point of view this is more like a lympho- 
blastoma of the reticulum-cell sarcoma type, rather 
than a granuloma. 

No treatment has been undergone except self- 
administered ultraviolet light with a carbon are 
lamp two to three times weekly for the past vear 
upon the advice of a “specialist.” 


Discussion 


Dr. FRANCIS PAscHER: The first diagnosis that 
occurred to me, | must admit, was dermatofibro- 
sarcoma. In view of the histologic findings I have 
that 
reticulum-cell sarcoma. The size, distribution, and 


no doubt we are dealing with a case of 


configuration of the tumor masses are identical 
with those seen in a case of reticulum-cell sarcoma 
Dr. John Garb (A. M. A. Arcu. 
DeRMAT. 712531, 1955) before this society a num- 
ber of times. Complete involution with secondary 


atrophy of 


presented by 


some of the lesions is, | believe, a 
unique feature. We have learned that  reticulum- 
cell sarcoma is not fatal 


disease. Some patients have been known to survive 


necessarily rapidly 
as long as 20 or more years after the onset. 

Dr. ArtHur B. Hyman: The 
a massive infiltrate of reticulum type cells, showing 


sections show 
variety of shape and size, and among them are 
many mitotic figures. Therefore, the picture is 
that of a malignant lymphoma of the reticulum- 
The two unusual features of 
this case are (1) the long duration of the disease 


cell sarcoma type. 


and (2) the apparent spontaneous disappearance 


of lesions through the years. The diagnosis is, 
nevertheless, as stated. 

Dr. JoHN Garp: The histologic interpretation 
confirms the clinical diagnosis of reticulum-cell 
sarcoma, and this case resembles the one I pre- 
sented before this society (Garb, J.: Reticulum- 
Cell Sarcoma, A. M. A. ArcH. Dermat. 71 :531, 
|Oct.] 1955), as noted by Dr. Pascher. My patient 
lived for 12 years after the diagnosis of reticulum- 

The duration of the 
patient is 


made. 
Wolf's 
longest on record. The average duration of life 


cell sarcoma was 


disease in Dr. probably the 
is about four years after discovery of the condition. 

Dr. Max Wotr: The clinical diagnosis in this 
rather uncertain because the 
formation started about 20 years ago. The general 


case was tumor 
health of the patient has not been affected up to 
now, and many of the tumors, lasting for two 
to three years, disappeared spontaneously without 
any special treatment. The biopsy, however, to 
which the patient finally agreed, established un- 
equivocally the diagnosis of reticulum-cell sarcoma. 
Similar cases have been reported in the literature 
W., and Kern, A.:  Reticulum-Cell 
Sarcoma, Arch. Dermat. & Syph. 62:69 [July] 
1950; Sonck, C. E.: Primary Reticulum-Cell Sar- 
comatosis of the Skin, Acta Dermat.-venereol. 37: 
129-139, 1957), but 


literature presented a self-healing tendency of the 


( Director, 


none of the cases in the 


tumors. The long duration of the disease in our 

case is also an unusual feature. 

Diagnosis: Hemolytic Anemia Following Diasone Therapy 

for Dermatitis Herpetiformis. Presented by Dr. FRANCES 
PASCHER. 

Diagnosis: Cireumsecribed Keratoderma of the Soles. Pre 
sented by Dr. Joun Gare. 

Diagnosis: Lupus Erythematosus? 
sented by Dr. Freperick REtss. 


Light Eruption? Pre 


Diagnosis: Atrophoderma (Type?) Presented by Dr. Ernst 
M. Rosenpaum. 
Diagnosis: Pili Torti. Presented by Dr. Earte W. Braver. 
Diagnosis: Uleer of a Foot (Artifact?, Functional Vaso- 
Fixed 
Eruption?) Presented by Dr. Hans H. Biserstein and 

Dr. NATHAN PENSLEY (by invitation). 


constricting Peripheral Vascular Disease ?, 


Diagnosis: Urticaria Pigmentosa with Subcutaneous Lesions 
Resembling Granuloma Telangiectaticum. 
Dr. ALEXANDER A. FISHER. 

Diagnosis: Porphyria Cutanea Tarda with Sclerodermoid 
Lesions. Presented by Dr. Joun Garp and Dr. ALFRED 
J. Suapiro (by invitation). 

Diagnosis: Leiomyoma Cutis. 
REIss. 


Presented by 


Presented by Dr. FREDERICK 
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George B. Sexton, M.D., London, Ont., Canada, President 


Alice E. Palmer, M.D., Secretary 
Robert E. Burns, M.D., Recorder 


Nov. 12, 1958 


Xanthomatous Biliary Cirrhosis Resulting from 
Thorazine Administration. Presented by Dr. 
A. C. Curtis and staff. 

History —A 48-year-old white woman was well 
until Sept., 1957, when, three days after a two-week 
course of Thorazine therapy for an emotional de- 
pression, she noted progressive jaundice and the 
development of xanthoma. Her course included 
extreme weight loss, malaise, and increasing jaun- 
dice, and xanthomata until two months ago. Since 
that time, the jaundice has lessened considerably. 

Physical Examination —Xanthelasma_ palpebra- 
rum, xanthoma of extremities, palms, gingivae, 
anterior fauces, and eardrums. 

Laboratory Findings (August, 1958).—Liver 
biopsy: intrahepatic biliary obstruction consistent 
with xanthomatous biliary cirrhosis. Serum bili- 
rubin: 9-11 mg. %. Alkaline phosphatase: 70+- 
KA units. Serum lipids: total cholesterol, 2,288 
mg. %, 9% present as esters; phospholipids, 4,080 
mg. %; triglycerides, 54 mg. %; total lipids, 
6,566 mg. % (serum clear). 


Discussion 


Dr. FrepertcK Kincery, Ann Arbor, Mich. (by 
invitation) : The clinical picture initially was that 
of typical Thorazine jaundice, except that it pro- 
The total serum lipids were over 5,000 
mg. %, yet the was clear. The serum 
cholesterol was 2,300 mg. %; phospholipids were 
400 mg. %, and the neutral fat fraction was com- 
pletely normal. This is typical of xanthomatous 
biliary cirrhosis and is backed up by liver biopsy 
and other studies. 

There is one report in the literature of xantho- 
matous biliary which resulted from 
Thorazine administration, and Dr. Bolt, from the 
Department of Medicine at this hospital, has 
another case, making a total of three. The only 
difference between this and the xanthomatous 
biliary cirrhosis you read about in standard texts 
is that these patients seem to recover, The im- 
portance in this case is in recognizing the fact that 
Thorazine can produce this kind of picture, even 
though rarely, and the prognosis may be slightly 
different than that in true xanthomatous_ biliary 
cirrhosis of the idiopathic variety. 

The turbidity of the serum depends primarily on 
the amount of neutral fat in the serum. This is 


gressed. 
serum 


cirrhosis 


Submitted for publication Feb. 7, 1959, 
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associated with the larger and lower density lipo- 
proteins more than the cholesterol and phospho- 
lipids. In this patient the serum neutral fat fraction 
was normal, and in the patient with essential 
hyperlipemia, the neutral fat was grossly abnormal 
and elevated. I think the reason her serum was not 
turbid was that she had normal serum neutral fat. 
Dr. JAMeEs Roan, Detroit: It is interesting that 
this woman has a twin brother who is a chronic 
alcoholic and who has xanthelasma lesions of the 
eyelids. 
Dermatomyositis. [resented by Dr. A. C. Currts 
and staff. 


Discussion 


Dr. ArtHUR Curtis, Ann Arbor, Mich.: These 
are two cases of dermatomysitis; one is an adult, 
and one is a young girl. The adult is presented for 
several reasons. If one has had the opportunity, as 
we have here, to study this disease in fairly large 
numbers, one is also impressed by the fact that 
perhaps other than slight elevation of the sedimen- 
tation rate, the laboratory examination is negative. 
This man is 35 years old, and an acute upper 
respiratory infection and pneumonia brought him 
to this hospital. He presented several things I had 
not seen before in dermatomyositis. There was 
evidence of nephritis, changes in his serum proteins, 
and a rather striking leukocytosis, all of which one 
usually does not find in this disease. The question, 
of course, arises whether the nephritis and leuko- 
cytosis and upper respiratory infection with pneu- 
monia are due to the same thing. He was placed 
on steroids, which he is still receiving. The idea 
was if we could keep him alive for a period of one 
to two years, the chances were he would pass into 
an inactive stage of his disease. 
evidence of neoplasm in his examination. 

The girl was 14 years old. In a study which 
Dr. Everett and I published, we found that in none 
of the children was there evidence of a neoplasia 
as an etiological factor. In the adult it was found 
in about 18%. Likewise in children, when the onset 
is associated with regurgitation of fluid or food 
that prognosis is much worse than in that group 
where that particular symptom is absent. The girl 
had regurgitation of liquid, particularly in the 
sarly days of her illness. She says that is now 
better. Dermatomyositis is a progressive disease, 
and once it runs its course it ends with about 50% 
mortality, about 25% being disabled and about 25% 
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of them having a fairly normal but somewhat 
atrophic telangectatic skin as an end-finding. Of 
the people who recover from dermatomyositis, 
about half will eventually develop an extensive 
calcinosis. Those that live and whose disease be- 
comes inactive might be treated with disodium 
edathamil if calcinosis occurs. 

Dr. CLARENCE Livincoop, Detroit: In the adult, 
did you notice any difference in therapeutic effect 
with triamcinolone and prednisolone ? 

Dr. ArtHUR Curtis, Ann Arbor, Mich.: No, I 
do not think so because when he first came in he 
was on prednisolone and an extremely ill person. 
In fact, we thought he was going to die. He then 
began to improve. I can not tell when he was 
switched to triamcinolone or that muscle weakness, 
which is part of this disease, has been greater on 
the latter drug. 

Dr. RicHarp Harrett, Ann Arbor, Mich.: I 
think if anything the man has done better on 
prednisolone than triamcinolone, but it was given in 
larger doses, so it is difficult to compare the effect. 

Dr. CLARENCE LivinGoop, Detroit : Theoretically, 
it might be better not to use triamcinolone because 
of its well-known muscle-weakening effect. 


Blue Nevus. [resented by Dr. A. C. Curtis and 


staff. 

History —A_ 10-week-old white boy has had an 
extensive macular, slate-blue colored nevus on the 
right leg and foot, present since birth. Pregnancy 
and labor were normal. Growth of the nevus has 
been proportional to that of the extremity. There 
has been no evidence of malignancy or irritation. 

Cutaneous E.xamination.—There is a 13 cm. slate- 
the right 


blue macular lesion on the dorsum of 


leg and foot. No biopsy was permitted. 


Blue Nevus Arising During Pregnancy. Pre- 
sented by Dr. A. C. Curtis and staff. 

History —In May, 1958, a dark stain appeared on 
the dorsum of the right wrist which the patient 
At that 
time, this 22-year-old white woman seven 


thought was caused by her wrist watch. 


months pregnant. The lesion increased in size and 
thickness until she was seen by the presenter, in 
June, 1958. 

Radical surgery had been recommended, but the 
attending dermatologist resisted this pressure when 
he was assured by the pathologist that the lesion 
was benign. The pregnancy was terminated by 
cesarean section within two weeks of the calculated 
date of delivery. 

Cutaneous xamination.—There is a lesion on the 
dorsum of the right wrist 45 cm. in diameter. It 
is blue-black in small, hard 
nodules in it. 


color, with many 
Laboratory Findings.—Not contributory. 
Biopsy.—Blue nevus. 

Treatment.—None. 


Dr. STANLEY Joyce, Detroit: The findings in 
both cases fit better into a diagnosis of Mongolian 
spot; the baby an extrasacral and the young 
woman an aberrant type. Both patients show a 
light bluish, flat patch, and not a discrete papulo- 
nadule of a blue nevus. In either case, the 
characteristic cell is histologically similar; i. e., 
spindle-shaped, bipolar cells containing melanin 
granules, located in the dermis and separated from 
the epidermis. The difference of density of these 
cells account for the thickening of blue nevus and 
its lack in Mongolian spots. There may be an extra- 
sacral or an aberrant Mongolian spot with or with- 
out a sacral lesion. The infant's spot could be 
expected to fade gradually within four years, ex- 
cept that a few may continue until teen age. 

The ancestors of the infant are central European 
and those of the young woman Armenian. Mon- 
golian spots are more frequent in Oriental races. 

The question of a Mongolian spot appearing as a 
consequence of pregnancy, as possible in the sec- 
I am not familiar 
with the relationship or with any such association 
which has been reported, 


ond case, is an interesting one. 


Dr. ArtHuR Curtis, Ann Arbor, Mich.: One of 
the reasons why this woman was shown with the 
dermal nevus on the arm was that it appeared with 
Lerner has shown there is an increase 
of melanin-stimulating hormone (MSH) during 
pregnancy. By injecting MSH into patients, he 
was able to develop new nevi in a short period of 


pregnancy. 


time. This large area of dermal pigment occurred 
about the 6th month of 
pigmented junctional nevi, and he was afraid that 
if he continued the MSH 
malignant. At Memorial Hospital pregnancy is 
often the cause of malignant melanoma. 


pregnancy. These were 


they might become 


Dr. Leo Metpter, Ann Arbor, Mich. (by invita- 
tion): I should like to ask Dr. Pinkus if it is 
possible histopathologically or without the usually 
special stains to differentiate the blue nevus from 
Mongolian spots or from a nevus-cell nevus? 

Dr. HeRMANN Prnkus: As Dr. Joyce pointed 
out, a blue nevus is a relatively small, well-circum- 
scribed papular lesion, while a Mongolian spot is 
a large macule or irregular area without visible 
or palpable infiltration. Histologically, the blue 
nevus shows many of the characteristic stellate or 
fusiform dermal melanocytes in fairly close ar- 
rangement, sometimes mixed with melanophages 
and fibrocytes. In a Mongolian spot, these cells 
are widely scattered in otherwise normal skin; one 


often has to look hard to see them in hematoxylin 


I feel the baby has a rather 
typical extrasacral Mongolian spot, not a_ blue 
nevus. The other case is unusual in two 
respects. The lesion is said to have started in 
pregnancy, and it was papulonodular in the begin- 
ning. Today, I could not feel any infiltration: 


and eosin sections. 


very 
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there was nothing but a macular discoloration of 
the skin. However, the clinical history suggests 
that this case is atypical and can not be pigeonholed 
as either a blue nevus or a Mongolian spot. 

Dr. ArtHur Curtis, Ann Arbor, Mich.: The 
woman says that this nevus, or pigmented spot, 
has improved since her delivery. 

Dr. HERMANN Pinkus, Monroe: The world 
literature contains a number of studies concerning 
the incidence of sacral pigmented spots in various 
races. Larsen and Godfrey (4m. J. Phys. 
Anthropol. 10:253-274, 1927) working in Hawaii 
concluded that the sacral spot is a universal human 
character but is vestigial and rudimentary in 
Western Europeans. Its occurrence segregates in 
crossbreeding in a ratio that fits a two-factor 
hypothesis. There seems to be a dominant gene for 
pigment and recessive determining gene. Maxia, 
(Monitore zool. ital. 56:300, 1948) who found the 
spot in 13% of babies in southern Sardinia, also 
favors a multifactor inheritance. Bahrawi (rch. 
Dermat. u. Syph. 141:1922) found the characteristic 
cells on histologic examination of sacral skin even 
in European infants who had no clinical pigmenta- 
tion. Otherwise, sacral spots have been reported 
as regularly occurring in the natives of Turkey, 


LOS ANGELES DERMATOLOGICAL SOCIETY 


Floralou Kettenbach, M.D., President 
Jerome K. Fisher, M.D., Secretary 


Oct. 8, 1958 


Cylindroma (Turban Tumors). Presented by 
Dr. S. W. Becker and (by invitation) Dr. A. 
BERMAN. 

This 44-year-old white man developed four 
tumors on the scalp at the age of 27. They were 
called “wens” by his local physician and were 
excised. He remained free of lesions for approxi- 
mately two years when, while in New Guinea, new 
tumors appeared on the scalp and rapidly en- 
larged. Since then, many new lesions have de- 
veloped. According to the patient, new lesions 
continue to appear and existing tumors continue 
to enlarge. 

The patient states he has had dengue fever 
(1942) and malaria (1945). In 1943, a thyroglossal 
duct cyst was excised. A vasectomy was performed 
in 1957. 

No similar lesions of the scalp are known to 
have occurred in other members of the family, 
although a 30-year-old brother has “a few little 
tumors” in the perinasal folds. 


Submitted for publication Dec, 31, 1958. 
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Angola, South Africa, Viet-Nam, East India 
(Bengali), Java, and Colombia, to quote a few 
recent investigations. North American Negro in- 
fants show sacral spots regularly, and often there 
is extensive pigmentation of large areas of the 
back. 
Cases presented by Dr. ArtHuR C. Curtis and staff of the 
University Hospital, Ann Arbor, Mich. 
Localized Myxedema (2 cases). 
Fox Fordyce Disease. 
Lupus Erythematosus—Chronie Disecoid. 
Candidiasis of Skin. 
Scleroderma—Acrosclerotic with Raynaud's Phenomenon 
2 cases). 
Lichen Sclerosis et Atrophicus. 
Multiple Leiomyomata. 
Xanthoma Tuberosum and Essential Hyperlipemia. 
Case for Diagnosis: Uleers of Leg. 
Case for Diagnosis. Presented by Dr. EuGeENneE Hanp, Sag- 
inaw, Mich. 
Localized Scleroderma in Father and Daughter. |’resented 
by Dr. Georce B. Sexton, London, Ont., Canada. 
Papers presented. 
Dietary Fat in Essential Hyperlipemia: A Metabolic Study. 
Presented by Dr. F. A. J. KinGery. 
Fox-Fordyce Disease: Report of a Case, with Histochemical 
and Endocrinological Study. Presented by Dr. 


Montes. 
Chemical Nature of Mucopolysaccharides in Pretibial Myx- 
edema. Presented by Dr. Wittiam Bierwattes. 


The findings are confined 


to the scalp and perinasal areas. 


significant physical 

The patient was presented to the Tumor Board 
at the Long Beach VA Hospital. The Board 
recommended a trial of radiation therapy to an 
isolated lesion to attempt to evaluate the radio- 


sensitivity of the tumors. 

An isolated lesion on the left subocciput was 
selected and was treated over a period of two weeks 
with a total dose of 4,500 r (air). Factors: 120 
kv., 3 mm. al filter, HVL 2.8 mm. al. At the 
conclusion of treatment the tumor was softer and 
flatter. 


Discussion 


Dr. Louts H. Winer: The onset of this con- 
dition in a patient at age 30 years is a bit late in 
life. The histologic section showing the X-radia- 
tion caused a disappearance of cells forming the 
tumor is also unusual for an epidermal hamar- 
toma. One should do a reticulum stain on tumors 
of this type, because not infrequently reticulum- 
cell sarcoma may histologically resemble a_cyl- 
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indroma in the scalp. These are very readily 
differentiated by the reticulum stain, showing a 
large amount of fibers in the reticulum-cell sarcoma 
and very little in the cylindroma. 

Dr. ANKER K. JENSEN: I believe that these 
tumors of the scalp could be removed with a post- 
cautery. I saw patient with a similar condition 
that had been treated with Mohs’ technique, and 
the results were good. I also feel that a plastic 
surgeon could remove these lesions and follow up 
with skin grafts. 

Dr. S. W. Becker (Close): Our pathologist 
thought it was a cylindroma. Dr. Keasbey, con- 
sultant on the Tumor Board who has studied 
sweat gland tumors especially, thought it was a 
cylindroma. The surgeon said that he could go 
down to the galea aponeurotica and remove all the 
tumor and then apply a graft. Dr. Craig, con- 
sultant in x-ray therapy, said that he thought that 
roentgen therapy did improve these tumors. For 
that reason, the roentgen therapist treated one 
tumor, causing considerable shrinkage of the tumor 
cells. I think my own preference would be for 
plastic surgery. 


Erythema Multiforme Bullosum. Presented by 


Dr. S. W. Becker and (by invitation) Dkr. 

B. REep. 

This 39-year-old wife of 
developed at 16 a reaction to a vaccination which 


a college professor 
was called an eczematoid dermatitis. She had no 
previous history of allergy, except slight urticaria 
to strawberries. In January, 1955, the patient was 
vaccinated again in preparation for a trip to South 
Africa. On route to South Africa she developed 
first on the vaccinated arm and then on the rest 
of the extremities an urticarial reaction. Upon 
arriving in South Africa, she was hospitalized for 
two months. She was given phenobarbital and 
diphenhydramine (Benadryl) with development of 
severe blistering. Dermatitis herpetiformis was 
suspected, and she was given sulfonamide with 
more blister formation. She was then given 
prednisone, 30 mg. q. d., with development of epi- 
gastric distress. The abruptly 
stopped with disappearance of all lesions. She 
remained clear until November, 1955, when she 
had a few bullae. In January, 1956, she again 
developed a flare of erythema multiforme. Finally, 
she went to the Mayo Clinic in the summer of 
and one-half 


medication was 


1956 for hospitalization of one 
months, 

On therapy of Roniacol corticotropin 
(ACTH) she continued to have blisters—some as 
large as 12 cm. in diameter. She was 
prednisone with an ulcer regimen. Her course was 
still stormy, and finally she was discharged on 
prednisone, 20 mg. q. d. She was sent to Dr. J. 


Walter Wilson. She cleared for nearly one and 


given 


one-half years, until she developed an abscessed 
tooth which required acetylsalicylic acid and re- 
moval with procaine anesthesia. She started to 
get a recurrence on her arms and legs. Flare-ups 
as noted before were always at time of menstrua- 
tion. 

She was seen by Dr. Reed (presenter) on Sept. 
8, 1958, with early bullous lesions of erythema 
multiforme and given a high dosage of prednisone 
(40 mg.) which was lowered rapidly in two 
weeks, She cleared until dosage was lowered to 
0.5 mg. At this time, she started to become more 
physically active with school teaching. Flare-up 
has occurred on the trunk, with the older lesions 
on arms and legs clearing (Sept. 30, 1958). She 
is now on a dosage of prednisone, 5 mg. q. d. 

Biopsy shows the picture of erythema multiforme 
with considerable eosinophilia in the infiltrate 
around the vessels. Patient showed at Mayo a 
persistent blood eosinophilia of 5%-10%. Ear, 
nose, throat, and pelvic examinations were negative. 
Stool examination was also negative. No focus of 
infection was found, nor was a duodenal ulcer 
demonstrated. 


Discussion 


Dr. Dantet J. Perry: I agree with the diag- 
nosis presented and can only speak in generalities 
about the problem of bullous erythema multiforme. 
This patient clearly illustrates what we all recog- 
nize, namely, that we are dealing with a reaction 
pattern which can be precipitated by many agents 
and factors. Her past history suggests that she 
has a propensity for other cutaneous reactions, 
since she has also had episodes of urticaria and 
eczematous dermatitis. Thus far, each of her re- 
currences of erythema multiforme appear to be 
related to a specific and different trigger factor. 
The question of vaccines producing this disease 
has recently been reemphasized by a case report 
wherein erythema multiforme followed both the 
first and second injections of Salk vaccine. The 
causative factor in the vaccine was not determined. 
Since many agents can apparently produce ery- 
thema multiforme, it seems that the answer lies in 
Con- 
tinuing studies should be made of their physiologi- 
cal, biochemical, and neurophysiological status. 


some systemic or metabolic abnormality. 


Dr. NorMAN FE. Levan: This case is reminiscent 
of a group which, while resembling in many re- 
spects erythema multiforme and in others derma- 
titis herpetiformis, has features which distinguish 
it from either. I have seen several such; Dr, Eu- 
gene Farber, at Stanford, has had a number, and 
we have had occasion to study two in collabora- 
tion. 

Most of the patients have been women, in whom 
the condition first appeared in adult life, persist- 
ing for long periods of severe involvement, with 
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remissions of varying duration. Although the 
cutaneous surfaces are often widely involved, 
mucous membrane lesions are either absent or few 
and equivocal. The lesions range from blebs, aris- 
ing usually on a slightly erythematous basis, to 
more polymorphic plaques with erythema, crust- 
ing, and, at times, urticarial components. These 
plaques may be rather arciform. More than one 
type of lesion may be present simultaneously. 
Pruritus is almost always intense. Histological 
examination shows, as in tonight’s sections, large 
numbers of eosinophils in the dermis and, when 
blebs are present, in their contents. 

Unlike erythema multiforme, this condition re- 
sponds very poorly and incompletely to steroid 
therapy, except that itching may be partially al- 
leviated. Sulfapyridine is without effect. The best 
responses seem to be obtained by a combination 
of steroids and widespread antibiotics administered 
for prolonged periods. Hence, although in the 
cases seen no specific sources of infection could 
be demonstrated, and there was no elevation of 
antistreptolysin titers, the question of cryptic focal 
infections as etiologic factors could not be com- 
pletely excluded. 

Until the uncovering of specific etiology allows 
for more definitive classification, it may be well 
to consider these cases as a more or less distinct 
group deserving an approach differing, as dis- 
cussed, from that applicable to other members of 
either the erythema multiforme or dermatitis 
herpetiformis groups. 

Dr. SAMuEL Ayres Jr.: Apparently, her first 
attack was triggered by a smallpox vaccination, 
which brings to mind one or more cases reported 
by Dr. Nelson Paul Anderson of erythema multi- 
forme having been triggered by herpes simplex. 
Then she said she was free for a year and a half 
and the second episode was not triggered by any- 
thing that she can recall and continued for quite 
some time. She said she was then free for nearly 
two years. The present attack followed the ex- 
traction of an abscessed tooth. Perhaps it does 
represent a bacterial allergy, and there may be 
some chronic focus somewhere that is not apparent. 
Occasionally, abnormal intestinal bacteria can be 
present without causing diarrhea or G. I. symp- 
toms. I should second Dr. Levan’s method, of 
using a broad-spectrum antibiotic. I think any 
case of long, drawn-out erythema multiforme—or 
any case of chronic urticaria, which, of course, 
is a first cousin, deserves the trial with broad- 
spectrum antibiotics for a couple of weeks. I 
have seen several instances of rather striking re- 
sults following its use. 

Louis H. Histologically, the section 
from this patient showed hyalinization of the vessel 
walls, perivascular infiltrate of lymphocytes with 
a few dispersed eosinophils and edematous changes 
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in the collagen around the vessels. These findings 
are compatible with a diagnosis of allergic angiitis 
which is frequently seen in drug eruptions. 

Dr. A. FLetcHER HALL: I now have a patient 
in the hospital with a clinical picture identical to 
this woman’s, only about 10 times as severe, with 
edema, erythroderma, and fever, due to meprobam- 
ate, a drug which many of us prescribe rather 
freely. It is too bad that we do not have some- 
thing as definite to blame in this case, but I think 
we recognize an erythema multiforme as a pattern 
reaction, like headache, arthritis, diarrhea, or the 
many other clinical states that can be caused by a 
great variety of etiological agents. I think that 
the search should go on in this case because there 
must be some pattern that the various clues can 
fit into to make a reasonable background for this 
case. I presented a case, very similar to this, about 
10 years ago, in a woman, approximately the same 
age, who was also a school teacher. It was the 
consensus of the Society that it was a drug erup- 
tion, but drug ingestion was very well ruled out. 
She turned out to have Hodgkin’s disease, of which 
she died. 

Dr. J. WALTER WiLson: I never reached any 
conclusion as to the drug cause of her eruption. 
I was surprised to see her tonight with such severe 
recurrence, but only the tiniest amount of one of 
a number of medicaments is needed to produce an 
eruption of this type—a surprisingly small amount 
will often suffice. Many times, therefore, it is 
almost hopeless to find the actual cause. In a 
patient of mine with a tattoo, the red portion of 
the tattoo became irritated because he had re- 
ceived one injection of polio vaccine which con- 
tained Merthiolate 1:10,000. The actual amount 
of mercury received can be calculated to be ap- 
proximately 0.025 mg. He reacted in the identical 
manner when he received a subsequent injection 
of the same material. Thus, we must respect what 
an acetylsalicylic acid tablet (containing as it does 
some 12,000 times as much drug) could do to an 
extremely sensitive person. 

Dr. Murray ZIMMERMAN: I wondered whether 
the y-globulin level had been checked. I am inter- 
ested because I have a similar patient and Dr. 
Foster told me that he had had such a patient who 
cleared on y-globulin. 

Epstein wrote up cases of penicillin urticarias 
that went on for years without known penicillin 
reexposure. He put these patients on milk re- 
striction, and they cleared—some as much as one 
and a half years later. This case was ostensibly 
from one injection of penicillin. Dr. Marvin Knoll 
found the first reaction from polio vaccine. It 
was inconceivable to me that ten units of peni- 
cillin could give anyone a chronic allergic reaction. 
However, after Doctor Knoll’s case, I found and 
proved seven cases (J. A. M. A. 167 :1807-1809 
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[Aug. 9] 1958) of severe penicillin reactions from 
this very small amount (about 10-20 units) of 
penicillin. There was a report in A. M.A. ArcH. 
DerMat., January, 1959, on penicillin urticarias 
from dairy products. We have had four well 
proved cases where the penicillin ingested in milk 
caused a severe allergic reaction, including one 
case with erythema multiforme, as striking as this 
patient. I mention this only to show that even if 
you think you are taking a good history, you 
may be missing something like penicillin-contami- 
nated dairy products. As another example, there 
is even an azo dye in orange peel to color the 
orange peel. Since we have no concept of how 
many drugs people are exposed to, they certainly 
have no notion themselves. 

Dr. WittraAM B. Reep (Close): I appreciate 
the discussion. Her history is very complicated, 
but one thing is known. She is extremely sensitive 
to many medications. While hospitalized at Roches- 
ter, she developed tremendous-sized bullae on her 
body after I. V. corticotropin (ACTH). She was 
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Pigmented Purpuric Lichenoid Dermatitis (Gougerot and 
Blum). Presented by Dr. Paut D. Foster. 

Multiple Idiopathic Hemorrhagic Sarcoma (Kaposi), As- 
sociated with Lymphosarcoma of Supraclavicular Node, 
and Ductal Carcinoma of Breast. Presented by Dr. Ben 
A. NewMan and Dr. S. J. Tasker (by invitation). 

Widespread Discoid Lupus Erythematosus with Cireinate 
Lesion. Presented by Dr. Gorpon MacDonacp. 


h 


Presented by Dr. Norman E. 


Nevox 
LEVAN. 


Submitted for publication Dec. 31, 1958. 
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Oct. 14, 1958 


Ichthyosis Vulgaris. Presented by Dr. ANrHONY 


C. CrpoLLaro. 

A girl, now aged 61% years, was first seen at the 
age of 5 days covered with a generalized bullous 
eruption. A diagnosis of epidermolysis bullosa 


Submitted for publication March 9, 1959. 


clear for nearly one and a half years without any 
medication, but with the appearance of an ab- 
scessed tooth, she toek acetylsalicylic acid. This 
is probably the cause of the present flare-up. She 
gets flares during her menstrual periods, and I 
believe also that chronic nervous exhaustion has 
played a large part. On bed rest she has defi- 
nitely improved. For this patient, the fewer drugs 
used, the better she will be. 
Nevus Unius Lateris Versus Lichen Striatus. 
Dr. Laurence J. UnpvERwoop. 
Linear Nevus. Presented by Dr. Irvinc A. Lewe (by in- 
vitation) and Dr. MAximiILiaN E. OperMAYER. 
Lymphocytoma Cutis? Presented by Dr. Samurt Ayres JR. 
and Dr. Samuer Ayres III. 
Case P d for Diagnosi (Nonspecific Allergic Ee- 
zema)? Neurodermatitis? Presented by Dr. Murray C. 
ZIMMERMAN. 


Presented by 


d for Not a Keratoacanthoma Nor a 
Careinoma. Presented by Dr. CLEMENT E. Counter. 
Pityriasis Rubra Pilaris (Lichen Ruber Acuminatus). Pre- 

sented by Dr. Murray C. ZIMMERMAN. 
Hemorrhagic Sarcoma of Kaposi's. Presented by Dr. 
Anker K. JENSEN. 


Case for Diagnosis. Presented by Dr. ANKER K. JENSEN. 

Patch Testing to Various Steroids. Presented by Dr. 
Watter F. Scuwartz. 

Case for Diagnosis: Penicillin Reaction? Presented by Dr. 
Rosert L. Day. 
Pityriasis Rubra Pilaris. Presented by Dr. S. WILLIAM 
Becker and (by invitation) Dr. Josepu W. Pincen. 
Seleroderma (Morphea): Appearing While Taking Corti- 
sone. Presented by Dr. Cuartes G. STEFFEN. 

Case for Diagnosis. Presented by Dr. Joun R. MuNGER 
and Dr. Donatp G. Linpsay. 

Keratoaeanthoma. Presented by Dr. MaximiLian FE. Oper- 
MAYER. 


hereditaria was suggested at that time. The erup- 
tion responded well to polysporin ointment and 
calamine lotion. With the clearing of this initial 
eruption and over the past six years the skin has 
remained scaly, dry, and erythematous. The child 
has developed normally in all other aspects. There 
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is no family history of significance except that the 
father has hay fever. 

The entire integument is dry, tightened, shiny, 
and scaly, with a slightly erythematous hue. 

The patient has received small doses of thyroid 
extract. Locally, 1% salicylic acid in various oint- 
ment bases has been used. For the past four 
years the process has seemed to be stabilized, re- 


sembling ichthyosis. 


Discussion 


Dr. M. J. Costetto: I agree with the diagnosis 
of ichthyosis vulgaris. I also think this derma- 
tologic care is responsible for the survival of the 
child who was very sick in the beginning. We 
have used 10% salt in Aquaphor, the salt first 
dissolved in water and then mixed with Aquaphor. 
It would be worth while trying at this stage. 

Dr. Grorce M. Lewis: Does Dr. Cipollaro con- 
sider in retrospect that the early bullous lesions 
were part of the ichthyosiform disease, or did they 
represent infection ? 

Dr. Jack Wotr: We do not often have the 
opportunity to see the cutaneous manifestations 
which precede the development of ichthyosis vul- 
garis so well demonstrated as they have been to- 


night. However, I find it difficult to establish a 
relationship between  ichthyosiform congenital 
erythroderma and ichthyosis vulgaris. I think 


the two are essentially different clinical pictures 
without any relationship. 

Dr. NATHAN Sosec: I agree with Dr. Wolf. 1 
think it is now ordinary ichthyosis. Incontinentia 
pigmenti, which is also a nevoid condition, also is 
known to start with bullae. The Scandinavians 
have been using salt baths in the treatment of 
ichthyosis for many years. 

Dr. AprtAn Bropey: I had the privilege of 
following this case at the beginning with Dr. Cipol- 
laro. I do not think there was any question at that 
time that this was the congenital erythrodermic 
bullous form of ichthyosis. 

Dr. A. C. Creottaro: The purpose of present- 
ing this case is to show the evolution of the disease. 
Very few of us have had an opportunity to see a 
child at the age of five days. I saw her in con- 
the pediatrician and_ obstetrician, 
It was a bullous 


sultation with 
and the condition was horrible. 
eruption at that time, and we talked about Reiter's 
disease, pemphigus, epidermolysis bullosa, syphilis, 
other conditions. The assured 
when the baby came out of the birth 
had these lesions, and there had been 
no appreciable change when I her. There 
was intense erythema, exfoliation, and bullous le- 


and obstetrician 
me that 

canal she 
saw 


sions, particularly on the palms and soles. I do not 
believe there was any secondary infection. She 
was in an incubator, which might have influenced 
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If you had seen the child at 
birth [I think many of you would have agreed 
with me that the diagnosis was epidermolysis bul- 
Later, I changed the diagnosis 
to erythroderma ichthyosiforme congenitale; and 
now, at the age of 6% years, the girl presents 


the temperature. 


losa_hereditaria. 


typical lesions of ichthyosis vulgaris. Based on 
only one case which I have observed for four 
and one-half years I have come to believe that 
erythroderma ichthyosiforme congenitale is a 
transient stage of ichthyosis vulgaris. If we knew 
nothing about the past history of this child, I think 
we should all make a diagnosis of ichthyosis. | 
am grateful for the suggestion of using 10% salt 
solution. I have got such good results by letting 
her soak in plain water and then using. salicylic 
acid ointment that I am disinclined to change. 
I do not know whether thyroid helps this condi- 
tion, but I have given it along with baths and 


salicylic acid ointment in strengths of 1% to 3%. 


Melanoma of the Penis. Presented by Dk. 

ORLANDO CANIZARES. 

A man, aged 62 years, has had black lesions on 
the penis for as long as he can remember. He 
noted an ulceration of the glans about six months 
ago. 

There is an ulceration of the glans penis about 
8 mm. in diameter. The borders are soft and 
slightly raised. There are several slightly keratotic 
black ulcer. There is no 
inguinal adenopathy. 


lesions next to the 

Biopsy specimens revealed a thick, edematous 
epidermal layer, and some sections contained ag- 
gregates of cells which were evidently somewhat 
melaniferous. In most sections there was an in- 
filtration of large cellular elements which had 
large, deeply staining nuclei. In many of the sec- 
tions there were cells which contained much pig- 
ment, most of which appeared to be melanin and 
some of which suggested hemosiderin. Were it 
not for the tumor cells in the epidermis a diag- 
nosis of reticulum-cell sarcoma might be consid- 
ered. However, in view of all the changes present, 
the diagnosis must be melanoblastoma (Dr. G. F. 


Machacek). 
Discussion 


Dr. NATHAN Soper: Is the histology considered 
malignant? I understand there is some controversy 
among pathologists on individual cases concerning 
the exact criteria to make a diagnosis of malig- 
nancy. 

Dr. WiLpert SACHS: 
100% diagnosis. There are always cases that are 
borderline, but in general there is no difficulty in 
stating whether the lesion is benign or malignant. 
I think I gave the criteria clearly in my paper 
(J. A. M. A. 135 :216-218 [Sept. 27] 1947). 


No dissection can make a 


| 
i 
a 
: 
: 
: 


SOCIETY TRANSACTIONS 

Were there or were there not theques? If 
there are theques, I have said that it is a malignant 
melanoma. We that the pigment 
within the tumor cells, in the epithelium, is melanin 
and that it is, therefore, nevocarcinoma. 


must assume 


Dr. A. C. Creottaro: If we had seen this man 
at 30 years of age, we would probably have made 
a diagnosis of junction nevus. Should we have 
been justified in amputating the penis on the basis 
of a diagnosis of a junctional nevus and on the basis 
of preventing a melanoma from developing at the 
site of a nevus? The removal of the nevus would 
have been justified without grossly mutilating the 
penis. The patient now has a melanoma. Shall 
an amputation of the penis be advised in the ab- 
sence of enlarged inguinal nodes? I should be 
inclined to remove the local lesion and save as 
much of the penis as possible. 

Dr. WILBERT SACHS: 
a junction nevus, that could have been removed 
with little or no deformity and no amputation 
would have been necessary. 

Dr. AprtAn Bropey: I most heartily agree with 
Dr. Cipollaro. Even at this age the patient would 
be miserable with an amputation. If one is going 
to amputate, one might as well do a radical groin 
The patient would have a_ rather 
stormy postoperative course and a terrific psycho- 
logic adjustment to make. I also feel that local 
excision should be done. In spite of the pathologic 
report, we do not know just how malignant the 
lesion is. With a local excision the patient may 
live out his years. 

Dr. J. ABEL (by invitation): A neurologist told 
me of two patients who committed suicide after 
amputation. 

Dr. Wicpert Sacus: If this turns out to be 
an early nevocarcinoma and it were removed by 
peripheral biopsy, we should have a guide to fur- 
ther therapy. It it were advanced, | should do 
nothing because nothing will save the patient’s 
life. A local excision should work very well if 
the lesion is early; few, if any, patients with ad- 
vanced lesions have lived. 


If it were known to be 


dissection. 


Dr. M. J. Costetto: The clinical picture of this 
lesion suggests to my mind lentigo maligna, or 
malignant freckle of Hutchinson. In these lesions 
there is a play of color from honey to brown and 
finally to jet black. When the last change occurs, 
the lesion is thought to be a malignant melanoma. 
| have presented some of these cases at these 
meetings; all the patients are alive, though most 
of them have been called malignant melanoma. 
Dr. Weidman in one called it malignant 
melanoma of utmost malignancy. Certainly, this 
case should be treated conservatively because the 
lesion will outlive the man. 

Dr. A. C. Creottaro: It takes more courage to 
advise removal of the lesion than to advise am- 


case 


putation of the penis. Admittedly the risk is 
greater, but, on the other hand, the patient is 


saved from a severe emotional crisis which might 


conceivably lead to suicide. 


Dr. Georce M. Lewts: We have a responsibility 
to the patient who comes to us to present a con- 
servative approach. 
malignant, is accessible, and can be locally ex- 
cised, that should be done. 
it has ulcerated and there are already hematogenous 
metastases, even heroic or mutilating therapy is of 
no avail. 
would seem to be local excision. 
cal improvement in the cure rate from mutilating 
surgery? In the last series that I saw, this was 
not apparent. 

Dr. Jack WOLF: 
opinion that the lesion resembles a 
freckle. Nevertheless, I think the lesion should 
be removed. The Mohs technique would offer the 
best approach in that the exact extent of the le- 
sion could be determined, and no more than the 
necessary amount of tissue removed. We owe the 
patient adequate removal, whether the lesion is a 
melanotic freckle or not. Even if the lesion proved 
to be a malignant melanoma, I should certainly 
object to amputation of the penis. There is suffi- 
cient statistical evidence to show that as much is 
achieved with adequate local excision as with a 
mutilating operation. 
often among ourselves that, as a group, I think we 
are unanimous in believing that adequate excision 
is indicated and that mutilating operations add to 
the misery of life without prolonging it. I saw 
one such example in the office two days ago: 
metastatic melanocarcinoma after extensive re- 
moval two years previously. 


If the lesion is histologically 


If, on the other hand, 


In this instance, the advisable therapy 
Is there a statisti- 


I agree with Dr. Costello's 
melanotic 


We have discussed this so 


Dr. Paut Gross: Miescher has obtained good 
results with caustic doses of contact x-ray therapy, 
but that may not be indicated in this case. 
might consider a lymph node dissection first, and 


One 


if histologic examination is negative, then local 
excision may be sufficient. 

Dr. Perry SACHS: 
radical 


Lymph node dissection is a 
procedure. In view of the fact that 
metastases of melanocarcinomas are so wide and 
unpredictable and spread equally if not more by the 
blood stream than by the lymphatic system, | think 
just local excision is indicated. 
Dr. OrLANDO CANIZARES: This case has been 
a problem and a great responsibility. I was hoping 
that you would suggest a conservative approach 
and am gratified that the majority feel that way. 
| shall present these views to the patient and go 
along with conservative therapy. 
Lymphoma Cutis. Presented by Dr. Iutes E. Vanpnow. 


A Case for Diagnosis (Hailey-Hailey Disease of the Mouth?) 
Presented by Dr. Joun W. Dovcuerty. 


Reticulum-Cell Sarcoma. Presented by Dr. NaTHAN Soret. 
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Eezema Keratoticum (Oc ional), Ref: 


Presented by Dr. M. J. ‘Cosrzi.o. 
A Case for Di is: (Sub Di i d Lupus 
Erythematesus? Pemphigus Erythematesus?). Presented 
by Dr. Aprian Bropey. 
Poikiloderma (Civatte). Presented by Dr. Grorce M. 
Lewis. 


'y to Therapy. 


A. M. A. ARCHIVES OF DERMATOLOGY 


Delusions of Parasitosis. Presented by Dr. A. C. 
CIPOLLARO. 

A Case for Diagnosis: (Dermatitis Herpetiformis?). Pre- 
sented by Dr. OrLANDO CANIZARES. 

A Case for Diagnosis: (Light Sensitivity Dermatosis? 
Hailey-Hailey Disease?). Presented by Dr. NatHan 


METROPOLITAN DERMATOLOGICAL SOCIETY OF NEW YORK 


Wilbur B. Hurlbut, M.D., President 
Herbert J. Spoor, M.D., Secretary 


Oct. 16, 1958 


Idiopathic Atrophoderma of Pasini-Pierini. Pre- 
sented by Dr. CHartes F. Post. 

The patient is a 33-year-old white male school- 
teacher. The eruption on the right posterior chest 
appeared spontaneously about one year ago. Within 
the past three months, more areas with deeper 
pigmentation have appeared. There are no sub- 
jective symptoms. 

History.—The past history shows that he had 
the usual childhood diseases and, in addition, scarlet 
fever and pneumonia. At the age of 10 years, he 
had idiopathic purpura, which lasted for three 
weeks. The patient has had no serious injuries but 
has had the following operations: tonsillectomy and 
adenoidectomy, 1938; hernia repair, 1943; hemor- 
rhoidectomy, 1950. The father and mother, in their 
sixth decade, are in good health. The patient has 
two brothers who are also in good health. There is 
no family history of any similar skin trouble or 
allergies. The patient teaches an agriculture course 
at a New Jersey high school. He has never been 
outside the United States. 

A complete systemic review is negative, except 
for an intermittent low back pain that is presumably 
caused by a slipped intervertebral disk. 

Examination.—Along the somatic distribution of 
the lower left posterior costal area, lumbar area, 
there are slightly depressed, slightly scaly brownish 
pigmented areas that vary in size from a pea to the 
largest, which measures 3X5 cm. All the areas 
are irregularly shaped, and some appear to be 
confluent. The central portion of the largest 3X5 
cm. area shows a small, firm, white scar. None 
of the other areas shows scarring that is evident 
to the naked eye or palpation. 

Laboratory Biopsy.—Sections of a specimen of 
skin from the “back” reveal an epidermis which 
shows for the most part hyperpigmentation, al- 
though there appears to be a small area of relative 
depigmentation. The basal layer appears to be 
composed of hydropic cells. There is present a 
large cystic hair follicle which is surrounded by 
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fibrosis and a chronic inflammatory reaction. The 
rest of the cutis is relatively normal, showing but 
a slight perivascular infiltration in its upper strata. 
Several other hair follicles show some evidence of 
a chronic perifolliculitis. As far as I know, the 
pathology of cutaneous papillomatosis and Pasini- 
Pierini atrophoderma is extremely slight and in- 
definite. T should like more information on the case 
and should be glad to study this problem further. 
I have seen at least one typical instance where there 
were large areas of hyper- and hypopigmentation 
with an almost occult atrophoderma, a case of 
Pasini-Pierini. 

Course and Treatment.—The patient has been 
observed for two months, during which time there 
has been very little change in the appearance of 
the eruption. No treatment has been given. 


Discussion 


Dr. Baker: The zoster-like arrangement gave 
me the impression of a nevus. 

Dr. DomMonkos: I agree with the diagnosis. We 
have followed two patients with this disease on 
the arms and legs. One patient, whom we have 
had under observation for at least six years, has 
done remarkably well. We do not know whether or 
not it is due to the medication, but she has taken 
chloroquine (Aralen), one tablet a day, for several 
years, and the lesions have become lighter and, per- 
haps, a little bit less depressed. 

Dr. SLOANE: He now shows a residual sclero- 
derma which has not yet “burned out.” 

Dr. Post: This year, the first comprehensive 
article concerning this disease appeared in the 
American literature (Canizares, O., et al.: A. M. A. 
Arco. DerMAt. 77:42 [Jan.] 1958). Italian and 
South American dermatologists have exhibited a 
continuing interest in this dermatosis for 25 years. 
Dr. V. Torres, one of Dr. Canizares’ co-authors, 
first called this to our attention at Columbia- 
Presbyterian Medical Center. We have been able 
to recognize one or two cases at the clinic, and this 
case comes from my private practice. 


? RE 
* 
: 
3 
| 
4 


SOCIETY TRANSACTIONS 


The zosteriform distribution is typical. The 
literature states that the atrophic areas show bluish 
pigmentation. This patient shows only brown pig- 
mentation, possibly because he got a good sun tan 
this summer. 

For 20 to 30 years, cases of this type have been 
presented at various dermatologic societies through- 
out the United States. The diagnosis of morphea 
has always been discussed, but most men have 
commented that they did not know exactly how to 
classify this cutaneous atrophy. Since the publica- 
tion of Dr. Canizares’ article, the disease should be 
recognized more readily. 


Tinea Barbae Caused by T. Purpureum. Pre- 
sented by Dr. Roya, M. MontcoMery. 


A white man, aged 50 years, has had the present 
eruption for five weeks. He works as an elevator 
operator. He is also a diabetic and is taking two 
tolbutamide (Orinase) tablets daily and is on a 
restricted diet. 

He was first seen on Sept. 30, 1958. 

At that time, there was a boggy, sharply limited 
tumor about 11% in. in diameter in the center of the 
right cheek. Many follicular pustules were present 
in the area, with some erythema extending over the 
cheek toward the nose. Temperature was normal. 
There were also mottled red scaling patches in the 
groins and in the intergluteal area. The soles were 
red and scaly. Some toenails were dystrophic and 
yellow. 

Laboratory Examination—W ood’s light exami- 
nation, positive. 

Culture from Cheek.—Trichophyton purpureum. 

Therapy.—Previous therapy, penicillin, and e- 
rythromycin, without results. 

The patient was treated with solid carbon dioxide 
(Dry Ice) and 10% salicylic acid ointment. There 


was 75% improvement in two weeks. 


Dr. Mitter: I had one patient with this infec- 
tion on the face who responded to salicylic acid in 
alcohol. It took three months for complete re- 
covery. No other treatment was used. Trichophyton 
rubrum infection is not as difficult to treat on the 
face as it is elsewhere. 

Dr. Spoor: It would be interesting to know 
whether it is the same organism strain in the groin 
as was on the face. The likelihood is that it is, 
but I think that the point should be checked. 

Dr. Hurtsut: This is certainly an interesting 
case. It is almost identical with the one Dr. 
Montgomery showed us a year or so ago. Dr. 
Michelson saw that patient and stated that, in his 
experience, T. purpureum infection of the beard 
was rare. 


Dr. MontcoMerY: The man whom Dr. Hurlbut 
was talking about was not improving until Dr. 
Michelson saw him and suggested using solid 
carbon dioxide and strong salicylic acid ointment. 
Today, he is fine. This man was started on the 
same regimen. He has been on this treatment, 
actually, only two weeks. 

Nevus Comedonicus. Presented by Dr. Mitton B. SLOANE. 

Hemangioma Cavernosum; Arteriovenous Fistula? Pre- 
sented by Dr. ANTHONY N. Domonkos. 

Epidermolysis Bullosa. Presented by Dr. Mitton B. 

SLOANE. 

Lichen Planus of the Oral Mucous Membrane and Chronic 

Gingivitis. Presented by Dr. A. Youna Jr. 
Dermatitis Herpetiformis? Prurigo Nodularis? Presented 
by Dr. A. W. Youne Jr. 


Granuloma Annul 


e. Presented by Dr. Tuomas N. 
GRAHAM. 

Mycosis Fungoides? Presented by Dr. Mitton B. SLOANE. 

Dermatitis: 
Spoor. 


Etiology? Presented by Dr. Hersert Jf. 


Infected Steatocystoma Multiplex. Presented by Dr. Wix- 


B. 
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Books 


Il Cancro Cutaneo: Gli Epiteliomi (Skin Cancer: The Epitheliomata) (in Italian). By 
I. Bosco, M. Binazzi, A. Tosti, E. Marchini, and R. Scerrato. Price, 12,000 lira. 
Pp. 1,115. N. Simonelli, Perugia, 1956. 

The size of the book is impressive for a subject somewhat limited; 1,115 pages, of which 
114 are devoted to 5,172 references, It has 182 black-and-white illustrations and 15 excellent 
color plates printed on an effective hyperglossy paper. Bosco, head of the Dermatologic 
Clinic of the University of Palermo, and his pupils present the result of evaluating an 
enormous quantity of clinical material and of original experimental work. A first section is 
devoted to history; relation of cancer to dermatoses, to environment, and to the terrain; 
the problem of precancer; malignity, and the general clinical and biological aspects. A spe- 
cial section is devoted to the clinical aspects, the cytology and cytodiagnostic aspects, and 
the etiopathogenesis. Nuclei and cytoplasm of normal and cancer cells are object of a detailed 
investigation. An original line of study is the allergoimmunitary reactivity of tumors in 
general and of skin cancer in particular. 

With the contribution of eighteen university dermatologic clinics, twelve large derma- 
tologic hospital services, and several pathology, radiology, and gynecology institutions through 
Italy, valuable clinicostatistical data are gathered. Statistics from all over the world are also 
given. 

The book represents an important contribution to dermatology and to the field of cancer 
in general. 
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because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and pclymyxin, 
three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® (polyethylene glycol diester) base, which 
releases higher antibiotic concentrations than is possible 
with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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The 
1-2-3 Treatment . ACUTE STAGE 


DOMEBORO 42 


Cool Wet Dressings 
POST TREATMENT 
ACID MANTLE’; 


Creme pH 4.2 © Lotion pH 4.5 


FOR DESTROYING FUNGI 


QUATRASAL* 


Fungicidal Spray & 


NEW YORK 23 « LOS ANGELES 46 © in Canada: 2765 Bates Rd., Montreal 


DOMEBORO (Burow's Solution) 3. QUATRASAL (salicylanilide, trimethyl octadecyl 
ACID MANTLE (aluminum acetate in spe- ammonium pentaclorophenate, and isopropl alcohol 


A MUST IN DERMATOLOGY 


FISCHERQUARTZ 


A MUST IN DEPENDABLE 


ULTRA SOUND 


Model No. 88 | RF-7 Ultra Sound with new 6 or 12 
Fischer Dry Pads For Low Volt | foot very thin, flexible low volt 
No Moisture * Send For Details cables. 


R. A. FISCHER & CO. GLENDALE 3, CALIFORNIA 


FISCHERTHERM ¢ FISCHERSINE ¢ FISCHERQUARTZ ¢ FISCHER ULTRA SOUND 
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PRURITUS ANI 


treated 
ORALLY 


Borcherdt’s 


MALT SOUP EXTRACT 


good results 


We would like to send you the recently published paper by Dr. Louis H. 
Brooks who says, “It was found that administration of Malt Soup Extract in dosages 
of one or two tablespoonfuls twice daily produced favorable results. Within two or 
three days after beginning this simple regimen, the itching and burning usually dis- 
appeared. Frequently there was prompt remission of symptoms which was followed by 
improvement in the condition of the tissue of the anal canal and the perianal skin.”’* 


What Malt Soup Extract is. It’s a non-diastatic 
barley malt extract, neutralized with potassium 
carbonate. 


How Malt Soup Extract works. It works by 
restoring the normal acid condition in the lower 
tract and by promoting the growth and develop- 
ment of aciduric bacteria. 

How soon can results be expected? The itching 
and burning will usually disappear in about three 
days, while the healing of the perianal skin is 
usually complete in about three weeks. 


What is the usual effective dose? Two table- 


spoonfuls, twice a day (heaping if powder) is the 
usual effective dose which can be reduced as symp- 
toms disappear. (Allow for carbohydrate content 
when treating diabetics). 

What forms are available? Two forms are to 
be found in most drug stores coast to coast—the 
original liquid and the newer, popular powder. 
Both are sold under the name: MALT SOUP 
EXTRACT (Maltsupex). 

What sizes are to be had? Both powder and 
liquid come in 8 ounce and 16 ounce bottles. 


*Diseases of the Colon & Rectum, Vol. 1, No. 5, Sept.-Oct. 1958 


Borcherdt Company 


217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada, Chemo Drug Co., Ltd., Toronto, Canada 


We will be glad to send you 


Borcherdt Company 


217 N. Wolcott Ave., Chicago 12, Ill. 


clinical samples of powder 
and (or) liquid. 


Gentlemen: Please send me sample of Malt Soup Extract 
(C1 Powder [] Liquid and literature. 


Serving the Medical Profession 
SINCE 1868 


Address. 
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No longer itched 


bothered or 
bewildered 


Pruritus is relieved rapidly and erythema and lichenification of the skin 
are reduced within a short period after initial application of NEO-CORT-DOME. 
Secondary infection is controlled and the normal pH of the skin and external 
auditory canal is restored and maintained with NEO-CoRT-DoME. 


FOR INFECTIOUS DERMATOSES AND OTITIS EXTERNA 


NEO-CORT-DOME” 


CREME AND LOTION pH 4.6 


Hydrocortisone—Neomycin—In Aluminum Acetate Vehicle 
INCORPORATED 
Note: Lotion is especially effective in hairy areas ont te IN EXCLUSIVE 
tissue folds. Supply: wed or aint hydrocortisone, with ACID MANTLE 
5 mg. per gm. Neomycin Sulfate in 42 0z., 1 0z., 4 oz. VEHICLE 
squeeze bottles. (12 oz. size has special soft plastic tip ; 
for easy application into external ear in otitis externa), 


Sample and literature available on request. 
7) 
DOME CHEMICALS INC. 
125 West End Avenue, New York 23 ir y 
665 N. Robertson Blvd., Los Angeles 46 


In Canada: 2675 Bates Road, Montreal 
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Dermatoses resulting from sensitivity to.@)Vanety ofilipstick ingredients can 
be avoided by using Marce tte Lipsticks — another reason to remember and 
suggest MARCELLE® HYPOALLERGENIC COSMETICS for the: epovert with a cosmetic 
allergy or sensitivity. 


MarceELLe Lipsticks — available in a full range hiiaie ate offered in dif- 
ferent formulas to eliminate common sensitizers, ama to avoid perfumes 
and the bromofluoresceins. The MARCELLE Kit, providing 
14 different formulations, enables you to Select a 
best suited to her case. 


Marcelle cosmetics 
Bordeng PHARMACEUTICAL DIVISION 


350 Madison Avenue, New York 17 
Available in Canada through Prof. Sales Corp., Montreal 


*Zakon, S. J., et al.: Arch. Dermat. & Syph. 56:499, 1947; abstracted in Birmingham, D. J., 
and Campbell, P. C., Jr.: Occupational and Related Dermatoses, U. S. Public Health 
Service Publication No. 364, 1954. 
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nitrofuran 


containing 


EFFECTIVE EVEN AGAINST 


ANTIBIOTIC-RESISTANT STRAINS 


HIGHLY ACTIVE 


@ against most “patho- 
genic cocci [both staph- 
ylococci and __strepto- 
cocci] regardless of 
their resistance to anti- 
biotics.”” 


@ against pathogens 
common in skin and 
wound infections. 


VIRTUALLY 
NONSENSITIZING 


@ in more than 4500 
stringent, closed-patch 
sensitivity tests, the in- 
cidence of allergic re- 
sponse was less than 
2 per cent.** 

@ in initial clinical 
studies, only 15 of 1014 
patients developed evi- 
dence of skin irritation. 


MINIMAL RESISTANT 
ORGANISMS 


@ laboratory attempts 
to develop Triburon- 
resistant strains pro- 
duced no substantial 
change in organism 
sensitivity.” 


DURATION 


OF TREATMENT 


Triburon 
3-10 days 


Triburon 
5-14 days 


Triburon 
1-3 weeks 


Triburon 


1-2 weeks 


Secondarily infected 
eczematous eruption 
\Secondarily infected 
eczematous eruption 


(64) 


Triburon-HC 
_14weeks 


Triburon 


Triburon-HC 
1-4 weeks 


Lage 


FO 


w WIDE-SPECTRUM 
RAPID-ACTING 

w WELL TOLERATED 
NONSTAINING 

a ODORLESS 


__1-2weeks 


Chart based on finding of E. Edelson, E. Grunberg and T.V. Morton Jr. 


PACKAGES: 


Triburon Ointment, 1-oz tubes and 1-Ib jars. 
Triburon-HC Ointment, 5-Gm and 20-Gm tubes, 


REFERENCES: 1. R. J. Schnitzer, E. Grunberg, 
W. F. DeLorenzo and R. E. Bagdon, to be 


published. 


2. E. Edeison, E. Grunbe 
Jr., Antibiotics Annual 19: 


and T. V. Morton, 
1959, New York, 


jedical Encyclopedia, Inc., 1959. 


3. R. C. V. Robinson and L. E. Harmon, 
Antibiotics Annual 1958-1959. 


TRIBURON™™: triclobisonium chloride — N,N’-bis{1-methy!-3- 
(2,2,6-trimethylcyclohexyl) propyi]-N, -N’-dimethy!- 1,6-hexane- 
diamine bis (methochloride). ROCHE® 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc «Nutley 10 » New Jersey 


; 
DIAGNOSIS AND NO. OF PATIENTS RESULTS 
Pustuilar folliculitis (16) 3 complaints 
Dermatitis repens (18) a none 
Dermatitis repens (18) none 
| 
“ROCHE 
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Pleasingly and efficiently 
serving patient and physician 
during all seasons 


SUPERFATTED 


BASIS*® SOAP 


For dry sensitive skin 


Available at Prescription Pharmacies 


LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. S.A. 


Mfrs. of Aquaphor®—Elastoplast® 


For practical information about communi- | 
cable disease, have your patients read: 


“Doctor, will you tell me...” 
SCARLET FEVER 
8 pages, 15 cents 


IMMUNIZATION 
What are the symp toms? by Ruth A. Thomas, 8 pages, 15 cents 


° WHOOPING COUGH 
How shall I treat ut? by Constance Frick, 4 pages, 10 cents 


PNEUMONIA’S WATERLOO? 
What causes it? by William W. Bolton, 12 pages, 15 cents 
WE CAN PREVENT DIPHTHERIA 
by P. S. Rhoads, 8 pages, 15 cents 


AMERICAN MEDICAL ASSOCIATION ° 535 NORTH DEARBORN e CHICAGO 10 


THE FUNGUS DIAGNOSTIC SERVICES 


® Prepared Plastic Plates for cultures 


© Economical and easy to use 
(packages of 1 dozen) 


© Samples on request 
Direct microscopic reports by return mail on skin specimens 


7 Watchung Avenue 
Plainfield, N. J. 
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THE TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 


Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
a most effective method of treatment. 


Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
a high percentage of “clinical” cures . . . proved to be among the 
least irritating, and best tolerated of all potent fungicidal agents. 


ointment & solution & powder ii ES E i X 
iernan Incorpora 


Maltbie Laboratories Division / Wallace , Belleville 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-96 


ae 


om 


¥ 


ROUGHT RELIEF 


for dry skin 


topical application 


Individuals suffering from parched, dry skin find imme- 
diate relief with soothing Lubriderm, a carefully balanced 
oil-in-water emulsion. As Lubriderm's aqueous outer-phase 
helps restore suppleness to drawn, taut skin, the oily 
inner-phase softens roughened, chapped areas and acts 
as a protective barrier to the further loss of moisture. 
When used persistently, Lubriderm insures a soft, smooth, 
comfortable skin condition. 


*Contains cholesterol derivative of lanolin. 


bath additive 


Many persons with dry skin experience bothersome itch- 
ing and burning of the skin after bathing, a discomfort 
which generally worsens whenever the humidity of the air 
is low. Such after-bath pruritus is often controlled with the 
use of Lubath in the bath water. Lubath, a highly refined 
cottonseed oil made dispersible in hard or soft water by 
@ non-irritating, non-ionic surfactant, deposits a thin film 
of oil over the entire body while bathing, usually bring- 
ing prompt relief. 


IN CANADA—Omega Laboratories, For detailed information and samples, write... 
Ltd., Montreal and Toronto 
IN VENEZUELA—Salus, C. A. TEXAS PHARMACAL COMPANY 


Caracas San Antonio, Texas 
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LUBRIDERM™M 


as well as subacute and 
gg skin diseases 


TARCORTIN was prescribed for 
patients presenting very acute 


episodes of atopic dermatitis, 
contact dermatitis, psoriasis, 
chronic infectious eczematoid 


dermatitis, and other eczematous 
dermatoses...we were able to 
achieve prcmpt 


1. Welsh, A. L., and Ede, M.: J. A.M.A, 
166:158, 1958, 


Additional Clinical Publications on Tarcortin: 


Clyman, S. G.: Postgrad. Med. 21:309, 
1957 « Bleiberg, J.: J. M. Soc. New Jersey 
$3:37, 1956 + Abrams, 8. P., and Shaw, C.: 
Clin. Med. 3:839, 1956 + Bleiberg, J. 

Am, Practitioner 6:1404, 1957 


0.5% and al Tar Extract 5% 
greaseless, stainiess vanishing cream base. In tubes of 7 gm. and 1 =z. 


ALSO AVAILABLE: FOR DRY SCALY ECZEMAS, AND WHEN INFECTION IS PRESENT OR ANTICIPATED 


intment Hydrocortisone 0.5%, Neomycin (as Sulphate) 0.35% and Special Coa! Tar 
Extract 5%. In tubes of 7 gm. and 1 oz. 


yf: REED & CARNRICK Jersey City 6, New Jersey 


a 
.when the tar-steroid cream 
: 
. 
: 
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patient ehcinical and p 


Substantiated by published reports of leading clinicians: 


- effective control 
of allergic 


and 


inflammatory symptoms 


- minimal disturbance 
of the patient s 


chemical and psychic 


1,4,5,8-19 


balance 


iof svehic balance .. 
rpassed 
: 
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4t anti-inflammatory and antiallergic levels 
HRISTOCORT means: 
freedom from salt and water retention 
virtual freedom from potassium depletion 
negligible calcium depletion 
euphoria and depression rare 
no voracious appetite — 
no excessive weight gain 
low incidence of peptic ulcer 


low incidence of osteoporosis 
with compression fracture 


Indications: rheumatoid arthritis; arthritis; respira- 
tory allergies; allergic and inflammatory dermatoses; 
disseminated lupus erythematosus; nephrotic syn- 
drome; lymphomas and leukemias. 

Precautions: With aristocort all traditional precau- 
tions to corticosteroid therapy should be observed. 
Dosage should always be carefully adjusted to the 
smallest amount which will suppress symptoms. After 
patients have been on steroids for prolonged periods, 
discontinuance must be carried out gradually. 
Supplied: Scored tablets of 1 mg. (yellow); 2 mg. 
(pink) ; 4 mg. (white) ; 16 mg. (white). 

Diacetate Parenteral (for intra-articular and intra- 
synovial injection). Vials of 5 cc. (25 mg./ce.). 


List of References 1-20 supplied on request. 


Lederle) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 


| Triamecinolone LEDERLE 
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By for Household Hand Dermatitis 


KNIT COTTON LINED 


Neoprene 
Rubber 
Gloves 


Bluettes’ knit 
cotton lining is 
permanently bonded 
to the liquidproof 
neoprene exterior, 
eliminating separate 
glove and liners. 
Regular hand or 
machine washing 
will not affect 
lining, bond or 
neoprene. 


Patch Test Kits. 


contain 1 centimeter 
diameter discs of 
Pioneer glove 
materials. 


Mail Coupon For Patch Test Kits 


The PIONEER Rubber Company 
106 Tiffin Road, Willard, Ohio 
Please send me: 


(C Patch Test Kit #7 — Household Glove 
Patch Test discs. 


| 

| CD Patch Test Kit #8 — Industrial Glove 
| Patch Test discs. 
| 
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THE IMPROVEMENT VET 
IN UNNA'S BOOT 


‘DOME-PASTE: 
DAGE 


DOME 


ok 


Frayed edges, uneven 
impregnation, difficult 
to apply. 

Thread-locked edges, 
firmly woven; medica- 
ment spreads uniform- 
ly, easy to apply. 


THE NEW 


The new Dome-Paste 
bandage is flesh colored, 
4” x 10 yd. gauze band- 
age ...impregnated with 
glycerine, zinc oxide, gel- 
atine paste. 


RECOMMENDED 
for leg ulcers resulting from 
thrombophlebitis (particular- 
ly the post partum and post- 
operative kinds), stasis edema 
and chronic venous insuffi- 
ciency associated with vari- 
cose veins, and _ varicose 
eczema, lymphatic edema 
and thrombophlebitis of the 
superficial saphenous vessels. 


AVAILABLE 
Individually wrapped in 
sealed polyethylene bags, 
inserted in metal cans to 
insure freshness. 


FLESH COLOR 


125 West End Avenue, New York 23, N. Y. 
665 N. Robertson Blvd., Los Angeles 46, Cal. 
2765 Bates Road, Montreal, Canada 
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Used by millions for 
regular skin care 
for over 30 years 


erac Procter & Gamble 
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"SPECIALTY JOURNALS 


PUBLISHED MONTHLY 
BY THE MEDICAL ASSOCIATION 


NEUROLOGY 


"GENERAL PSYCHIATRY | 
{SURGERY 


"DISEASES OF CHILDREN 


“OPHTHALMOLOGY 


INDUSTRIAL HEALTH 


DERMATOLOGY 
"INTERNAL MEDICINE 


‘OTOLARYNGOLOGY 


Each journal offers the latest medical research and developments of outstanding specialists. 
. Edited for the doctor by prominent authorities in each special field, these journals. are of 
_ value not only to the specialist but to the general practitioner as well. 

To order your subscription to one of the A.M.A.'s specialty journals use the form below. 


AMERICAN MEDICAL ASSOCIATION (One year rates) Conade USACE 
535 North Dearborn ¢ Chicago 10 gia panne 
Please enter my subscription to the specialty journal checked at right. CAMA. Arch. Neurology ..... $14.00 $14.50 $15.50 


h. . Psychiatry . 14, 15.50 
Remittance for one year two years is enclosed. Gon. 


(] A.M.A. Arch. Dermatology.... 12.00 12.50 13.50 
(0 AM.A. Arch. Industrial Health. 10.00 10.50 11.50 


A.M.A. Arch. Internal Medicine 10.00 10.50 11.50 

(CD AM.A. Jrl. Diseases of Children 12.00 12.50 13.50 
ADDRESS______ —— [JAMA Arch. Surgery ....... 14.00 14.50 15.50 

(1 A.M.A. Arch. Pathology ...... 10.00 10.50 11.50 : 
CITY ZONE Arch. Ophthalmology... 12.00 12.50 13.50 


A.M.A. Arch. Otolaryngology.. 14.00 14.50 15.50 
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A sense of 4% 
well bei 
for your 
PSORIATIC 


INDIVIDUAL PACKETS 


A colloid bath made with the exclusive 
Soy Bean Colloid Fraction Component* 


can produce a truly soothing, emollient effect— 


and give the patient a feeling of well being. 


A Colloid Bath with all these advantages: no stickiness—no fermentation odor— 
non-slippery—high in protein value (52% PROTEIN CONTENT) 


Supply: Box of 5 packets, 3 oz. each 


', A most trusted name in Dermatologicals 
DOME CHEMICALS INC. 
125 WEST END AVENUE, NEW YORK 23 


665 N. ROBERTSON BLVD., LOS ANGELES 46 
2765 BATES ROAD, MONTREAL 
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normal 
protective 


ACID MANTLE Lotion: 
and 4 07. squeeze 


Normal 


has an acid pH range _ 


between 4 and 6 


ac D MANTLE 


_ CREME or LOTION pH 4.2 
In housewives’ eczema and industrial dermatitis, promptly r 
_ stores and maintains the normal protective acidity of the skin. 
Active ingredient is in formulated 


DOME CHEMICALS INC. 


125 West End Avenue, New York 23, N. Y. 
665 N. Robertson Blvd., Los Angeles 46, Cal. 


2765 Bates Road, Montreal, Canada 
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TELES 


Really new, prompt and effective therapeutic agent in 
control of seborrheic dermatitis, itchy scalp and dandruff. 


Torch (available on prescription 
in 4 oz. bottles) 


TELES ° is a milk-white, unscented shampoo 

TELES * may be employed at weekly intervals or less frequently 
TELES * does not stain hair of any color 

TELES * does not stimulate oiliness in the scalp 

TELES * complete directions for use on each 4 oz. bottle 


Samples and literature on request 


Reference: Gross E. R. and Wright C. S., A.M. A. Archives of Dermatology, 78:92, July, 1958 


TORCH LABORATORIES, INC. 


110 Chestnut Street 


Philadelphia 


Pa. *Tellurium Dioxide Suspension, Torch 


—Gross, P., et al.: A. M. A. Arch. Dermat. & Syph. 70:94,1954. 
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Upjohn 


The Upjohn Company 
FOR METHYL Kalamazoo, Michigan 
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“ulcers were 


promptly 


*".. previously treated unsuccessfully with antibiotic or antibacterial oint- 
ments...the ulcers were cleaned up promptly and complete healing was 
obtained....Necrotic tissue was effectively dissolved without injury to the 

viable tissues....Local infection was uniformly eradicated....” 
Carter, C. H.: M. Times 86:1382 (Nov.) 1958. 


topica 
enzyme therap 


@ effective wound cleansing and healing 
Rystan @ well tolerated and convenient for outpatient use 


@ economical for hospital and patient 
Mount Vernon, N.Y. 


Panarit ointment (papain — urea — water-soluble chlorophyll derivatives) « For complete information see your Physicians’ Desk Reference 


HEALTH PUBLICATIONS CATALOG 


HEALTH PROBLEMS 
MEDICAL CARE 
MEDICAL) EDUCATION ANi 
HOSPITALS 


MEDICAL ECONO 


BUREAU OF HEALTH EDUCATION 

AMERICAN “MEDICAL “ASSOCIATION 

| 535 NORTH DEARBORN STREET 
CHICAGO 10. 
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in urticaria and pruritus 


V i S TA FR 3 L provides: 


hydroxyzine pamoate 


SPECIFIC 
ANTIHISTAMINIC 
EFFECT 


in the treatment of a variety of skin 
disorders commonly seen in your 
practice. 


“The most striking results were seen 
in those patients with chronic urticaria 
of undetermined etiology.’”! 


. . . reduces—erythema, excoriation, 
and extent of lesions.!4 


PSYCHOTHERAPEUTIC 
POTENCY 


for effective relief of tension and 
anxiety.!-4 


Recommended Oral Dosage: 50 mg. q.i.d. 
initially; increase or decrease according 
to individual response. 


Supplied as: Vistaril Capsules—25 mg., 
50 mg. and 100 mg. 


Vistaril Parenteral Solution—10 ce. vials 
and 2 cc. Steraject® Cartridges, each ec. 
contains 25 mg. hydroxyzine (as the HCl). 


Pfizer) Science for the world’s well-being 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


References: 1. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 2. Eisenberg, B. C.: Clin. Med. 5:897-904 (July) 
1958. 3. Robinson, H. M., Jr., et al.: J.A.M.A. 161:604-606 (June 16) 1956. 4. Robinson, H. M., Jr., et al.: 
South, M. J. 50:1282 (Oct.) 1957. 
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for dramatic relief of penicillin reactions— 
early treatment with 


NEUTRAPEN 


(NEUTRALIZES PENICILLIN) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


194/ 


“Penicillinase [Neutrapen] should be given as soon as possible 


after onset of symptoms.’ 
(M. C. Zimmerman — Antibiotics Annual, 1957-58) 


@ effective in 97% of cases! 

@ acts within an hour, lasts up to a week2.3 
@ one injection sufficient in 80% of cases! 
@ itching abates promptly‘ 

@ most reactions clear in 12 to 96 hours'5 
@ well tolerated!-9 


@ may be lifesaving in certain anaphylactoid reactions®7 


Obscure sources — even cases with no history of penicillin therapy respond 
to NEUTRAPEN if the reaction has been caused by penicillin from sources 
such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines. 
NEUTRAPEN — 800,000 units I. M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 
In anaphylactic reactions, epinephrine should be given and other supportive 
measures should be instituted immediately, followed by 800,000 units 

of NEUTRAPEN I. V. and 800,000 units I. M. 

contraindications: None. side effects: Occasionally transient local 
soreness, erythema, and edema; rarely, transitory chills and fever. 

supplied : 800,000-unit, single-dose vials of lyophilized penicillinase 

powder. Stable at room temperature in the dry state. 


1,5,8 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New England J. Med, 
254:952, 1956. (3) Chen, J. Y. P; Bard, J. W.,, and Balsito, A. A., in Welch, H., 

and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 

1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, 

New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 

48:1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 

1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 

Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167:1807 (Aug. 9), 1958. 


@T. mM. REG. U. S. PAT. OFF. * PATENTS PENDING seose 


Schenfabs/ ScuenLass Puarmaccuricats, Inc., New Yorn 1, 
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PSORIATICS 


are half personalicies, for 
an uncomfortable person. 
is only one half a personality 


will help to restore the psoriatics’ 
appearance and self-confidence. 


EPIDOL is a clear, adhesive, non-greasy, rapidly drying, improved Wright 
Liquor Carbonis Detergens plus Salicylic Acid 3%. 


EASY to apply. Applicator comes with every bottle. 


EASY to remove. Readily washes off with soap and water. 


Discover how rapidly and effective EPIDOL may relieve the discomfort 
and clear the lesions. It helps restore the patient’s feeling of comfort. Your 
psoriatic patients may, once again, become confident, full personalities, 


SUPPLIED: Bottles with applicators: 3 fl. oz.—6 fl. oz. 


Spirt & Co., Ine. 


Samples, literature and reprints are available. Just write to: WATERBURY, CONN, 
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for all your 
patients 
starting 
on corticoids 


Kenacort provides these important 
advantages . . . excellent 

corticoid activity on a low dosage 
schedule!-3 without edema,!- 
psychic stimulation,'-3 or adverse 
effect on blood pressure;!-3.5 

a low sodium diet is not 
necessary;*5 and gastrointestinal 
disturbances are usually 
negligible.2:+.5 Because of these 
benefits, Kenacort starts all 

your patients off right — even your 
“problem” patients, such as 

the obese, the hypertensive, or 

the emotionally disturbed. 


REFERENCES: - 1. Freyberg, R. H.; Berntsen, 


C. A., and Hellman, L: Arth, & Rheum 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957 


+ 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 


D. M.: J.A.M.A. 167:959 (June 21) 1958. 

+ 4, Dubois, E.L.; California Med. 89:195 
(Sept.) 1958. + 5. Hartung, E.F.: JAMA 
167:973 (June 21) 1958 
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SQUIBB TRIAMCINOLONE 


for all your 
patients with 
dermatoses* 
requiring 
corticoids 


Kenacort quickly alleviates itching, 
erythema and irritation. Because 
of its enhanced antiallergic, 
anti-inflammatory and antipruritic activity, 
Kenacort has proved effective where 
other steroids have failed. 

Excellent results have been reported in 
treating patients with localized 
neurodermatitis, contact and seborrheic 
dermatitis, alopecia areata, chronic 
eczematous eruptions — including atopy, 
and many cases of psoriasis.3 And, 

as in arthritic and allergic patients, rapid 
clinical improvement is obtained on 

a low dosage schedule?- without the 
development of edema,!~ elevated blood 
pressure!-3.5 or psychic stimulation.!3 


*DERMATOSES — a major indication 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


wenacont ® 
A SQUIBE TRADEMARK 
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ain a recent study’ of 53 patients with 
various types of pyodermas, the use of 
BACIMYCIN Ointment ‘'. . . resulted in a 
cure rate of 88%...."' Impetigo, in- 
fectious eczematoid dermatitis, atopic 
eczema, secondary infections superim- 
posed on dermatitis venenata, and 
folliculitis were among the common skin 
infections that showed marked improve- 
ment with BACIMYCIN therapy. 


wide variety 
PYODERMAS 


BACIMYCIN rarely produces sensitization 
or primary irritation. 

Supplied in “2 oz. tubes for prescrip- 
tions; in 100 gm. jars for hospital use; 
in Ye oz. tubes for ophthalmic use. Also 
supplied as BACIMYCIN with Hydrocorti- 
sone, Ye oz. tube with applicator tip. 

Literature and samples on request. 


1. Greenhouse, J. M., and Ryle, W. C.: A.M.A. 
Arch. Dermat. & Syph. 69:366 (March) 1954, 


LABORATORIES, INC. MOUNT VERNON, NEW YORK 
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CULTURE MEDIA 
AVAILABLE 


Mycosel Agar 


Sabouraud’s 
Dextrose Agar 


Sabouraud’s 
Maltose Agar 


Corn Meal Agar 
Potato Dextrose Agar 


Sabouraud’s Dextrose 
with Penicillin 


Sabouraud’s Dextrose 
with Streptomycin 


Chlamydospore Agar 
Littman’s Oxgall Agar 


“It is considerably 
cheaper to use these 
bottles once and dis- 
card them than to pay 
the labor cost of re- 
conditioning an equal 
number of test tubes.” 

.. Practical Medical Mycology 
By J. Walter Wilson, M.D. 
and Orda A. Plunkett, Ph.D. 
ArchD & S_ 59:414, April 1949 


A PREFERRED METHOD 
for the CULTURE of FUNGI 
as an OFFICE PROCEDURE 


WRITE FOR ia ERM MEDICAL Sterile Glass Containers holding 
INFORMATIVE Sabouraud’s Dextrose Agar offer a simple, accurate 
Lea TRS method for the culture of fungi pathogenic to man. 


When indicated for diagnosis and study of 
mycotic diseases, can be used as a routine 
office procedure. For institutional use, this 
method has proved both efficient and economical. 


Derm Mledical 


Manufacturers of Cullure Melia on Slevete Cantainers 


DEPT. ‘‘D’’, P.O. BOX 78595 + WEST ADAMS STATION : LOS ANGELES 16, CALIF. 
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